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I confirm that this thesis is all my own work and no part of it has been submitted as 
part of any other educational qualification. 
 
About the author 
The start of my journey goes back to my childhood. I was 10 years of age when I 
was walking down the open banister stairs in our 6 bedroom detached house, the 
front room revealing itself with every step I descended. My Dad sat with his back to 
the staircase, in a brown dralon armchair, which matched the brown felted Fleur de 
Lis wallpaper.  I witnessed something that Sunday morning I had never witnessed 
before. My Dad was overtly crying. We had never been a ‘compassionate’ family, so 
when trying to support my Dad with little knowledge of how to do this was 
challenging for me, “What is the matter, Dad? Are you okay?” I asked. Dad did not 
speak much through his tears. I questioned more, trying to make sense of his 
despair “is it work?”, I distinctly remember asking “are you going to jail?”, a naïve 
question from a 10-year-old trying to understand why a grown man would be crying. 
After much questioning, my Dad said, “me and your Mum are getting divorced”. Not 
knowing how to respond, I laughed! I was completely overwhelmed by this 
statement, although this did not feel an appropriate response at the time; I know now 
that this is a normal response of a 10-year-old who is overwhelmed.  
 
My Mum, Sister, and I left the family home to go to our weekly swimming training 
session on Sunday 20th April 1986, I did not know that as we left that day, we would 
never return to our family home to live. We temporarily stayed at a house that 
belonged to a friend of my Mum’s, sleeping on a bedroom floor. As the weeks 
passed, I remember my Mum and Dad were trying to finalise the separation. I 
overheard a conversation between them about who was going to have ‘Ann’. I was 
not the most settled of children and my behaviour had been challenging at home. I 
had not understood the enormity of having my own front door key at 8 years of age. 
My younger sister and I walked home from school and we were on our own until my 
Mum came home from work at 5 pm. On reflection now, I can see I had attachment 
difficulties, but my parents viewed me by my behaviour, rather than understanding 
the cause. 
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After living with my Mum’s friend for a while, we then moved into a two-up, two-down 
house, in a not so affluent area, this was a big change from the 6 bedroom detached 
house we had lived in with Mum and Dad; but was far better than my Mum’s friend’s 
bedroom floor. My soon-to-be stepdad had three children of his own. We soon 
became a family of seven living in the two-up, two-down house. My pocket money 
went down from £2.50 to 5 pence times my age. Every other night I had to share a 
bed with my new siblings, whilst Mum and my stepdad slept downstairs on a pull-out 
settee. I felt lost in a family that I did not belong in; I did not feel listened to. The 
relationships I had with my family started to break down. I first moved out to live with 
my friend and her parents when I was 14 years old. I did move back home at 15 
years for about a week, but I could not manage the relationship dynamics and so I 
moved into a Young Men’s Christian Association (YMCA) flat when I was 16 years 
old, never to return to live at home again. 
 
My parents’ divorce had a profound effect on me. I remember the day I walked down 
those stairs and saw my Dad crying as though it was yesterday. I felt so alone at the 
time. My form teacher, Mrs. Foster from 3c, was supportive to me through this 
distressing time. Mrs Foster was the only one who listened, the only one that heard 
my voice. It is from this lived experience and a restless adolescence, that I now 
intrinsically value every human being and in particular children and their childhoods. 
This has developed further through the years in a quest for emancipation. 
 
After finishing school and not being accepted into the police force, which had been 
my career goal. I applied for a job as a health care support worker on the children’s 
ward in Queen’s Hospital, Burton-on-Trent. I really enjoyed this role and developed 
an affinity in trying to help those children admitted to the ward because of deliberate 
self-harm or suicidal ideation (National Health Service England (NHSE), 2018). 
These incidents generally occurred because of difficulties within at least one aspect 
of their domestic, social, or educational lives, including parental mental health, 
systemic issues within families, school or social relationships, personal resilience, 
developmental delay, or a delay in social and emotional competence. I really 
understood some of the stories that these children shared, they resonated with my 
own experiences in childhood. Most importantly, I was able to listen to the children, 
giving them something that I had missed in my childhood. It was through this 
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listening; I began to understand the importance of the therapeutic relationship. In 
developing the therapeutic relationship, I supported children in providing a safe 
space for them to talk about their difficulties. I felt a huge sense of achievement and 
privilege in being able to share this time with children. The nurses on the ward saw 
my potential in the caring profession and encouraged me to embark on a nursing 
career. I completed the mental health branch of nursing at Wolverhampton 
University, qualifying as a Registered Mental Health Nurse (RMN) in 2000.  
 
Once I qualified, I undertook a preceptorship at one of the last surviving mental 
health asylums in St Edwards in Cheddleton, Staffordshire. My preceptorship 
involved two, six-month rotations, one 6-month rotation on an adult inpatient ward, 
and a further 6 months on an outpatient adult substance misuse and abuse ward. 
After completing my preceptorship, I was successful in an application for a job 
working in a category B men’s prison. I worked there for two a half years. My 
formative nursing career years were interesting and helpful for ongoing development; 
however, they did not offer the same sense of achievement I had felt when working 
with children. In 2004, I had an opportunity to work on a low secure unit for 
adolescents detained under the Mental Health Act (MHA) (1983). This offered an 
opportunity to reconnect with my passion for working with children as a qualified 
nurse. The children admitted to this ward had serious and enduring mental health 
presentations, generally, the children were in crises, and presented with bipolar, 
schizo-affective, eating and attachment disorders, and significant incidents of self-
harming. Some of these presentations had developed from adverse childhood 
experiences (ACE’s) and related trauma. Whilst this role offered a wide variation of 
working with the younger population, the work mainly involved managing children in 
their mental health crises. There was little opportunity to ‘treat’ a child’s condition. 
Many of the children that were discharged, continued to present with mental health 
difficulties, but their associated risks were deemed to be reduced. I wanted to see 
children thrive and be an intrinsic part of the child’s journey to health. I wanted to 
empower children and develop understanding and provide strategies and be able to 
treat mental health difficulties, I needed to move to a community setting. 
 
In 2007, I gained successful employment in an outpatient CAMHS service in the city 
of Derby. Although this was the job I had dearly wanted, the first few months of this 
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employment was difficult, with the irony that I did not have the knowledge or skills to 
empower children or ‘treat’ mental health difficulties effectively.  I read the literature 
around the different treatment options and was able to offer some low-level support 
for some mental health difficulties, however, this was limited. An opportunity arose to 
undertake a post-graduate diploma in Cognitive Behavioural Therapy for children 
and adolescents and subsequently an independent prescribing practice certificate 
through 2008-2012. In completing these courses, I had equipped myself with the 
foundations and knowledge to empower children and ‘treat’ mental health difficulties. 
 
The difficult time I had throughout my childhood significantly influenced my values 
and beliefs about childhood. I am now an advocate for children’s rights and aim to 
protect childhood in being a happy and safe time. My awareness of children’s rights 
heightened when decisions concerning interventions or care needed to be made in 
CAMHS. It was frequently apparent that clinicians defaulted the decision-making 
responsibility to the parent or caregiver, without any consultation with the child. I saw 
a role in negotiating this participation; being an advocate for children’s rights. Placing 
importance on hearing the child and the parent’s wishes and views, and where 
necessary negotiating a compromised and collaborative way forward was 
fundamental in changing the witnessed practice. This was challenging as there was 
no specific framework or guidance available to steer this area of practice. 
 
In January 2014, I had the opportunity to undertake a Doctorate in Health and Social 
Care Practice, for which this thesis has been written. It was an ambition of mine to 
undertake this award. It was the platform that offered me the opportunity to examine 
the practice area of decision-making and consent. A chance to inform this area of 
practice and ensure that no child goes unheard in their own healthcare. I wanted to 
find out how and when can children be involved in decision-making and consent 
processes in their own care within outpatient CAMHS? What tools or resources are 
needed in clinical practice to support clinicians in facilitating the involvement of 
children? Is there information available to support this area of practice that we are 
not utilising? How can we provide consistent practice in involving children and how 
much can children be involved? Thus, the rationale and emphasis of this study. 
I hold a critical realist perspective; this is explained in chapter two in more depth; this 
viewpoint believes that phenomenological incidents are created from interaction 
   
 
 12 
between others and the world, without interaction there would not be information 
created. Each reality is different and there is no single truth, every perception is 
different. 
 
For the purposes of this study, the term ‘child’ and ‘children’ refers to those under the 
age of 18 years in alignment with the Children Act (1989). The rationale for 
examining the 8-12 years old age bracket, is that children of 8 years are generally 
the youngest age that accesses CAMHS with possible mental health conditions. In 
clinical practice, some clinicians will deem 13 years of age as old enough to consent 
for some decisions. This is based on the Sexual offences Act (Her Majesty’s (H.M.) 
Government U.K., 2003), which under this age if a child is engaged in sexual 
intercourse, it is classed as statutory rape, and 13 years is the age of when consent 
can be given for sharing healthcare data (Information Commissioner’s Office (ICO), 
2020). With clinicians using 13 years of age, as the age of when a child can have 
capacity and competence for a decision, the focus of this study is on those children 
aged 8-12 years. 
 
During the process of this award, I have been successful in achieving Nurse 
Consultant status in CAMHS. Notably, I have become a parent to my wonderful 
daughter Jessica, which has naturally influenced my values and beliefs concerning 


















Involving children in decision-making and consent processes in their own healthcare 
has long been a challenging area of clinical practice. The reasons for this are the 
challenges in assessing child development capabilities in decision-making, and the 
lack and ambiguity of guidance and frameworks that support this area of practice. 
This study addresses these challenges in relation to outpatient CAMHS and provides 
an in-depth examination of how children can consistently be involved in decision-
making and consent processes. The study has triangulated children’s, parents’, and 
clinicians’ perspectives to provide a theoretical understanding of children’s 
involvement and how this can be used within clinical practice. 
 
The method used in this study has been an embedded case study design and the 
critical realist inquiry of retroduction. A variety of methods and analytical tools 
transcending the research paradigms have been used to elicit the relevant data. The 
study includes several literature reviews, a patient clinical record evaluation, a semi-
structured questionnaire administered to clinicians, and four focus groups, two with 
children and two with parents.  
 
The findings are i) children can be involved in decision-making and consent 
processes; ii) children want to be involved in decision-making and consent 
processes; iii) The onus is on the adults supporting the child in the decision-making 
process to maximise the child’s involvement in the process and iv) the theories of 
prioritising, knowing and navigating are fundamental to understanding the decision-
making process and provide an evidence base for this area of practice. This study 
provides practical solutions in translating the theory into practice. 
 
In conclusion, decision-making is a multifaceted process that needs time, resources, 
and skills to facilitate it properly. For the first time, children have been heard in how 
they want to be involved in decision-making and consent processes. A critical 
examination of how children can be involved in decision-making and consent 
processes has been undertaken. The development of the theories of prioritising, 
knowing, and navigating are critical to fully understanding and implementing this 
area of practice. 
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This research study aims to understand and inform the ‘case’ of how children aged 
8-12 years, can be involved in decision-making and consent processes in outpatient 
CAMHS. 
 
CAMHS offers mental health and neurodevelopmental assessment and treatment for 
children and young people aged 0-18 years. Most referrals are received for children 
aged 8 years upwards. CAMHS holds a family-orientated philosophy and children 
usually attend with family or loved ones. Parents and carers are regularly invited to 
join the appointments with their children (Joint Commissioning Panel for Mental 
Health (JCPMH), 2013). Whilst this can be supportive for the child, it can conversely 
be inhibiting; this is especially so if there are observable competing agendas 
between the child and parent. This is a challenge for CAMHS clinicians to manage.  
The CAMHS outpatient service offers children to attend appointments weekly, 
fortnightly, or less frequently, depending on individual needs, to meet with a clinician 
and undergo an evidenced-based treatment to support the difficulties that they 
present with.  
 
In the treatment appointments in CAMHS, children could be involved in a variety of 
decision-making and consent processes. These decisions will have differing levels of 
gravity. Examples of some decisions are: 
 
A) Which worksheet to use in an individual appointment  
B) The place and time of an appointment  
C) Treatment options, including evidence-based interventions, therapies, or 
medication 
D) Consideration of voluntary admission to hospital 
 
Current practice includes children being offered to make the decisions with less 
gravity, such as which worksheet the child wishes to use; whereas those decisions 
with more gravity, such as which intervention or therapy to agree upon or the 
commencement of medication, would generally fall to parental consent without the 
consideration of the child’s capacity to make or be involved in the decision. 
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To date, four laws offer guidance in this area of practice, these are the United 
Nations Convention of the Rights of the Child (UNCRC) (1989) and the Children Act 
(1989/2004) which advocates that children’s views and wishes should be heard and 
children should be involved in their own healthcare; Gillick case law (Gillick v Norfolk 
and Wisbech Health Authority, 1985) states that any child under the age of 16 years 
who can demonstrate understanding and maturity to make a decision, can consent 
to that decision without the need for parental consent, however, it does not define a 
specific age limit for which this can be agreed, leaving it open to interpretation. The 
Human Rights Act (1998) determines that any organisation that does not uphold the 
rights of a child can be subject to legal redress. 
 
Gillick (Gillick v Norfolk and Wisbech Health Authority, 1985) case law suggests that 
children of all ages could consent to decisions in their healthcare. However, in 
practice, the guidance or evidence is not sufficient to inform clinicians about how and 
when children can do this. The researcher has witnessed in practice that clinicians 
appear to use the Gillick framework (ibid) for children aged 13-years-old and over, 
however, it is rarely used for children younger than this. The reason for clinicians 
using 13 years of age as an arbitrary age for consent, appears to be informed from 
unrelated law. These laws being the Sexual offences Act (Her Majesty’s (H.M.) 
Government U.K., 2003), which under the age of 13 years if a child is engaged in 
sexual intercourse, it is classed as statutory rape, and that 13 years is the age of 
when consent can be given for sharing healthcare data (ICO, 2020). Many clinicians 
default to parental consent because of the lack of clarity in the guidance (Bowers & 
Dubicka, 2010), however, this can leave the child’s voice and wishes unheard. As 
children of 8 years of age were the youngest referred to CAMHS, this is the 
researcher’s rationale for examining the involvement of children aged 8-12 years in 
decision-making and consent processes. The researcher wanted to understand how 
children aged 8-12-years-old can be involved in decision-making and consent 
processes and thus how the researcher arrived at the title of the thesis. In 
understanding the ‘case’ properly, there was a need to include all relevant 
perspectives of the case. The research questions were developed to fulfil this need. 
The research questions are, 
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1)        How do children aged 8-12 years want to be involved in decision-
making and consent processes in their own healthcare in CAMHS? 
2) When do children aged 8-12 years want to be involved in decision-
making and consent processes in their own healthcare in CAMHS? 
3) How do parents of children aged 8-12 years want their children to be 
involved in healthcare decision-making and consent processes in 
CAMHS? 
4) When do parents of children aged 8-12 years want their children to be 
involved in healthcare decision-making and consent processes in 
CAMHS? 
5) What documentation and resources are needed to support and 
evidence appropriate involvement in decision-making and consent 
processes from the perspectives of children, parents, and 
professionals? 
 
With the aim of informing the ‘case’ of how children aged 8-12 years old can be 
involved in decision-making and consent processes in outpatient CAMHS, and to 
fully answer the research questions, it required a critical examination of the relevant 
literature, an understanding of the current position in clinical practice, and clinicians’, 
parents’, and children’s views on the ‘case’. In including all of these perspectives, 
seven data sets were determined to be required to provide the data sources in 
answering the ‘case’. This informed the objectives for the study, which are, 
• To ascertain the views of children in how they want to be involved in decision-
making and consent processes in CAMHS. 
• To ascertain the views of parents in how they want their children to be involved 
in decision-making and consent processes in CAMHS. 
• To develop recommendations that can inform clinical practice when involving 
children in decision-making and consent processes. 
• To develop recommendations that can inform clinical practice for the recording 
and documenting of decision-making and consent for children, parents, and 
professionals. 
• To develop a theory that will inform recommendations for clinical practice 
frameworks for clinicians on how to involve children in decision-making and 
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consent processes within outpatient CAMHS. 
The thesis initially provides the reader with the context of decision-making and 
consent processes. It provides the historical and current context of children’s rights, 
illustrating the slow and cumbersome nature of the development of child rights over 
the last 300 years. The thesis then critically examines the literature in respect of child 
development and the child’s abilities to form a view in consideration of the current 
legal frameworks.  
In chapter 2, the researcher’s choice for the methodology, methods, and analytical 
tools are critically evaluated, assisting the reader in understanding the researcher’s 
decision-making about these aspects of the study. Chapter 3 provides the findings of 
the seven data sets, including the development of three theories that emerged from 
the focus group data sets (iv-vii) and how each theory relates to the current 
literature. Chapter 4 offers a discussion of the findings structured with the research 
questions and objectives and chapter 5 provides the conclusion to the study. 
Chapter 6 details the dissemination strategy of the study.  
This approach taken by the researcher to the thesis can be viewed as a pyramid 
approach to the study, illustrating the initial breadth of the contextual information of 
the scoping literature review chapter that informs the background and foundation of 
the study, with the breadth of each chapter being refined to properly address the 
study’s aims and objectives (Townend, Stoneley & Harling, 2015). As the thesis 
progresses, the breadth of the study is refined to provide the depth needed to 
critically examine the ‘case’, with the conclusion providing the apex of the pyramid 
and specifically defining how the ‘case’ has been examined and fulfilling the aim of 
the study. As the researcher has previously disseminated findings through 
publications and presentations (Cox, et al., 2016 & Cox, Brannigan & Harling, 2017), 
this necessitates the dissemination strategy to transcend all aspects of the study. 
Figure 1 offers an illustration of the refinement pyramid, moving from the breadth to 
the depth of the study, to inform and answer the case.  
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Figure 1: Refinement Pyramid: An illustration of how the thesis information is refined 
from breadth to the depth to inform and answer the case. 
 
In providing an overview of decision-making and consent processes, they are 
everyday occurrences in all ages of life. Decision-making is a cognitive process of 
weighing up the costs and benefits of a choice and formulating that into a conclusion 
or resolution (Dictionary.com, 2018). Decisions range from the most basic 
 
 Should I choose a strawberry or lemon lollipop? 
 
to the more complex,  
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How do I manage this disagreement?  
 
Some decisions appear to be managed subconsciously when they are part of 
everyday routine life  
 
Which way should I stir the tea with the teaspoon? Or which foot shall I start 
climbing the stairs with? 
 
whereas others are very conscious decisions  
 
 Where shall I go with my friends this weekend and what shall I wear? 
 
What is fundamental about decision-making is that it is present in the majority of 
lives daily. The very few that would be exempt from decision-making, would be those 
that have little cognitive function, such as babies, and those with significant cognitive 
dysfunction through disability or injury. Although Bruner, Olver & Greenfield’s (1967) 
study demonstrated that babies can discriminate between patterns, indicating that 
some level of decision-making is being undertaken in very young babies. 
 
Consent is considered to be a voluntary agreement for something to happen 
(Law.com, 2020). Informed consent is usually the minimum standard for a decision 
to be accepted in healthcare settings. This is where a person needs to demonstrate 
an understanding of the risks and benefits related to the decision; demonstrate the 
capacity to make the decision and it has to be in the absence of coercion (Tan et al., 
2007; Wellesley & Jenkins, 2009). The Mental Capacity Act (MCA) (2005) sets out 
the law related to making decisions in mental health care for those people aged 16 
years and above. For those children under 16 years of age, the Gillick framework is 
implemented (Gillick Vs Norfolk and Wisbech Health authority, 1985). Whilst the 
Gillick framework offers some support for children to make informed decisions, it is 
not robust in its application, leaving children disempowered and devalued in their 
own healthcare (Cox et al., 2016). This is contrary to other legal frameworks 
including the Children Act (1989), United Nations Conventions of the Rights of the 
Child (UNCRC) (1989), and the Human Rights Act (1998) that all advocate that 
professionals and services will assure that decisions are made by children when they 
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are deemed able to do so. When children are not able to give consent; their views 
and wishes are to be taken into account to the child’s fullest ability (Children Act; 
1989; UNCRC, 1989; Human Rights Act, 1998).  
 
The paucity of legal and best guidance frameworks and relevant literature creates 
ambiguity in how children can be involved in decision-making and consent 
processes. This leads to clinicians defaulting to parental consent and subsequently 
disempowering and devaluing the child (Bowers & Dubicka, 2010).  During 
assessment and treatment appointments there are many decision and consent 
agreements that need to be made. It is quite common for the child and the parent to 
have differences in understanding of the aetiology of the child’s presenting difficulties 
and subsequent impacts; therefore, decisions and expectations about appropriate 
treatment often differ between the child and parent. When this happens, the clinician 
is placed in a challenging position as they are not supported with the relevant 
guidance and frameworks when trying to negotiate a compromise between the child 
and parent views (Cox, 2019a).  
 
Gillick (Gillick Vs Norfolk and Wisbech Health authority, 1985) does not specify an 
age, in which a child can be involved in decision-making or consent processes, this 
firmly places the onus on the clinician to undertake a subjective assessment to 
determine whether a child has the capacity and competence to consent or not. The 
sexual offences Act (Her Majesty’s (H. M.) Government U.K., 2003) dictates that any 
child under the age of 13, that has a sexual encounter, cannot consent to the 
encounter and therefore it is established as rape; further, the ICO (2020) also 
determined that only children aged 13 years and over can agree to the sharing of 
healthcare data. Whilst this is not linked to Gillick (ibid) per se, in the researcher’s 
clinical experience, the age of 13 is used as a generalisable measure for applying 
the Gillick framework in health and social care settings, but by doing so disempowers 
children under the age of 13 from developing experience related to decision-making. 
In Gillick arguing for a ‘stage not age’ philosophy, it demands the assessor to 
consider the developmental stage of the child, including the child’s capability, 
understanding, competency, capacity, and maturity concerning a decision; so any 
attempt to define competence purely on chronological age is inadequate. 
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Decision-making is an important cognitive function for children, and as with many 
other cognitive functions, the more that it is performed, the more it is learned and the 
better children become at it. Being involved in decision-making processes increases 
confidence and improves children’s decision-making skills in to adult life. Children 
who have been involved in decision-making have better outcomes in self-esteem 
and autonomy (Ruddock & McIntyre, 2007 & Cox et al., 2010) self-agency, 
motivation, empowerment (Davies et al., 2005; Hannam, 2001), and social inclusion 
(Woodhead and Brooker, 2008). Larcher and Hutchinson (2010) advocate for 
clinicians to improve children’s experience of decision-making and thus their capacity 
for making decisions; whilst Rushford (1999) asserts that it is the clinicians’ ethical 
responsibility to ensure children’s involvement. Without established frameworks to 
support clinicians in clinical practice in facilitating decision-making and consent 
processes with 8-12-year olds, this age group will continue to be devalued and 
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Chapter 1  The scoping literature review pertaining to the background and       
the foundation of the case study                            
1.1 Introduction 
It is important to understand the wider context of children’s rights and their 
relationship to decision-making and consent processes. Therefore the scoping 
literature review includes five distinct sections to inform the reader and provide 
background for the foundation of the case study. The first section includes an 
iterative historical review of children’s rights to date and illustrates the progression of 
children’s rights within social agendas. The second section explores theoretical 
models of child development in relation to decision-making and consent through a 
further iterative review. The third section posits some challenges in solving children’s 
problems through the use of adult knowledge structures and consideration has been 
given to the effect this has on understanding children’s decision-making and consent 
processes. The fourth section highlights the work on shared decision-making and its 
relationship with this study. These four sections are background and contextual 
information to inform the reader of the positioning of this study. The fifth section 
includes the literature review pertaining to the detail of article 12 of the UNCRC 
(1989), which is a key tenet that underpins this study.  
 
The rationale for including these five sections is to provide the reader with a 
foundation in understanding children’s rights, associated aspects of child 
development, and considerations of adults researching children’s difficulties. These 
sections assist the reader in demonstrating that this study has made a significant 
leap in supporting children in maximising their rights when compared with the 
cumbersome development of children’s rights through recent history. It further 
considers the necessary cognitive and physiological development a child needs to 
be involved in decision-making and consent processes. Each of the inclusions are 
needed to fully understand the necessary factors that underpin the research 
questions and aim and thus why they have been included. 
 
There are two further systematic literature reviews in this study, these are data set i, 
which examines the factors that influence children being involved in decision-making 
and consent processes in CAMHS, and a literature review that was required to 
evidence the legal and best practice guidance for data set ii. There are further 
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iterative reviews in chapter 3, pertaining to the prioritising, knowing and navigating 
theories that have been developed through data sets iv-vii findings and how these 
theories relate to the current practice and literature. This study includes eight 
literature reviews in total; the five iterative reviews are the 1) historical review of 
children’s rights to date, p.24; 2) child development, p.33; 3) the prioritising theory, 
p.149; 4) the knowing theory, p.162 and 5) the navigating theory, p.176. The three 
systematic literature reviews are 1) article 12 of the UNCRC (1989) review, p.41; 2) 
data set i, p.116, (Cox et al., 2016) and 3) the legal and best practice guidance for 
recording and documenting consent in data set ii, p.123, (Cox, Brannigan & Harling, 
2017). 
 
1.2 Historical review of children’s rights to date  
This first iterative review demonstrates the challenges that children have contended 
with and how children’s rights have been oppressed through societal structures and 
culture. This review commences in the 1700s, as before this time, there were no 
specific child rights and children were seen as small adults. The review includes 
developments in law, psychiatry and parental role throughout the last 300 years.  
 
Throughout the 1700s society had no differentiation between adults and children; 
children were treated as small adults. During the heart of the industrial revolution, 
societal expectations were that everyone, regardless of age or health worked the 
same hours and in the same conditions (Cunningham, 2005; Humanium, 2010a). 
The Factory Acts of 1802 (The National Archives, 2020a) and 1833 (The National 
Archives, 2020b) and the Mines Act of 1842 (National Coal Mining Museum for 
England, 2020) were seminal laws that initiated the evolution of rights for children. 
These laws forbade children under the age of nine to work in factories and those 
under the age of ten from working in mines. For children that remained in work, 
expectations were placed on employers to reduce the child’s working day and 
improve working conditions (Griffin, 2014). These laws were primarily protecting child 
welfare rather than promoting children’s individual rights, however, this growing 
emphasis on separating children from adults created the concept of ‘childhood’ and 
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Towards the late 1800s and early 1900s, 
there were notable introductions to law and 
social policy that specifically detailed 
children’s rights. The laws and policies 
included the Elementary Education Act of 
1870 and subsequent Education Acts over 
the following 25 years which demanded 
compulsory education for all children aged 
between 5 & 13 years (British Library, 2017 
& Cunningham, 2005); a children’s charter 
in 1889 (H.M. Government, 1889) for the 
prevention of cruelty to children, which gave police the power to arrest anyone 
who was being cruel to a child (Virtual-College, 2020); and the development of the 
Children Act in 1908 which created a separate justice system for children (H.M. 
Government, 1908; Hendrick 1997). Concurrently child protection agencies were 
being established within England to further protect children. The first Barnardo’s 
home for destitute children was founded in 1870 and Benjamin Waugh founded 
the London society for the prevention of cruelty to children in 1884, which later 
renamed itself the National Society for the Prevention of Cruelty to Children 
(NSPCC) (Colville, 2011). In 1904, the NSPCC was given statutory rights to 
intervene in child protection cases and remove children from their homes if it was 
felt neglectful or harmful (Virtual- College, 2020). This was the first statutory 
attempt to protect and enhance childhood. This era forged a shift in the societal 
expectation and legal obligation in the protection of children from harm and that all 
children have rights, despite the remit of these rights being particular to education 
and protection from harm.  
 
The Save the Children Fund was fundamental in the development of the 1920 
Geneva declaration of the rights of the child, which further established the 
protection and rights of children. This was internationally adopted in 1924 by the 
League of Nations, making it an international treaty that specified the rights of the 
child relating to ‘development, assistance relief and protection’, widening the 
previous scope of children rights (Cunningham, 2005; Educationengland.org, 





















 Figure 2: Child labour in the industrial 
revolution, boys from Outram’s pottery, 
Hartshorne, Derbyshire. (Magic Attic, 2021). 
(Permission granted for use of image). 
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of Women, Young Person’s and Children Act of 1920 (H.M. Government, 1920) 
and the Children and Young Person’s Act of 1933 (H.M. Government, 1933) were 
developed on the back of the Geneva declaration and included rights around 
working conditions and expectations. It further included the use of supervision 
orders for children that were deemed to be at risk of offending behaviour. Whilst 
the Geneva declaration is deemed the keystone for the rights of children; the 
progression in the development of children’s rights through subsequent years was 
slow and cumbersome with the next significant development being within the 
Children Act of 1969 (H.M. Government, 1969).                                                   
 
Other noticeable events in this era were that in 1885, the age of consent was 
raised from 12 to 16 years through the Criminal Law and Amendment Act (H.M. 
Government, 1885). The legal age of consent has not been changed in over a 
century, which is reflective of the slow, cumbersome development of children’s 
rights within England. The formation of the child guidance movement council was 
established in 1927. The aim of the movement was to help children with emotional 
disorders under the guise of preventing children from becoming schizophrenic 
adults. At this time, it was believed that if a child had an emotional disorder, they 
were more likely to suffer from schizophrenia as an adult. The evidence and 
research in more recent studies would not concur with this belief and demonstrates 
that there are a number of biological, physiological and environmental factors 
attributed to the onset of schizophrenia (Cunningham & Peters, 2014 & Green, 
2000). The belief that childhood emotional disorders caused schizophrenia in 
adulthood encouraged the child guidance movement to undertake specific work 
with children and parents. The work included a consideration of systemic factors 
and an emphasis on parenting given by the mother. The focus upon the mother 
was unhelpful in that it created a culture of maternal blame for the onset of child 
mental health difficulties (Roach, 2011).  Whilst the impact of parenting can be a 
significant contributor to child mental health, more recent research demonstrates 
family bereavement, poverty, abuse, parental ill health or substance misuse, 
learning needs, developmental issues and bullying can equally contribute (Mental 
Health Foundation, 2018 & Beauchaine & Hinshaw, 2017). The notion of the child 
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1995 through the Health Advisory Services (HAS) report ‘together we stand’ 
(Department of Health (DH), 1995), leaving a 70-year gap between developments 
further demonstrating the languishing progression of children’s rights and 
associated services. 
In 1933, hanging was abolished for anyone under the age of 18. Concurrently, the 
age of criminal responsibility was raised to the age of 8 years. This was further 
raised to the age of 10 years in the 1969 Children and Young People’s Act (H.M. 
Government, 1969). Further consideration was given to raising the age to 14 years 
but was never passed through parliament. England differs considerably to its 
European counterparts, where the minimum age for criminal responsibility is 14 
years (Child Rights International Network (CRIN), 2018). The Children’s 
Commissioner for England called for the age of criminal responsibility to be raised 
to 12 years of age in 2010, however, this has not been reviewed (McGuinness, 
2016); with the MCA (2005) determining that children aged 16 years and over are 
assumed to be competent, the variations in age in the law create misunderstanding 
and confusion for clinicians. Without robust and clear frameworks to support 
clinicians in empowering children to be involved in their own healthcare, it is a 
confusing and difficult task (Cox et al., 2016). 
 
Between 1900 and 1940 medics were determining expected physical and 
psychological norms for child development; this was the first time that these 
aspects of child development were categorised. It offered a scientific, evidenced- 
based approach to compare the development of the child against the expected 
norms; thereby enabling early detection of abnormalities and access to appropriate 
support, in an attempt to maintain happy and healthy childhoods (Cunningham, 
2005).  
 
The United Nations (UN) Fund for Urgency was established in 1947 after the war. 
This supported children and young victims from the effects of World War Two 
throughout Europe. In 1953 this organisation became the United Nations Children’s 
Fund (UNICEF) and had status of being a permanent international organisation, 
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renowned international agency, fighting for the rights of children throughout the 
world and is influential in the development of social policy (UNICEF, 2018). 
 
The Monckton inquiry (Monckton, 1945) was the first inquiry of its kind and was the 
antecedent for the development of the 1948 Children Act.  The inquiry and the 
subsequent reports from the Curtis and Clyde committees, examined the 
circumstances leading to the death of Dennis O’Neill, a 13-year-old boy in foster 
care, who died at the hands of his foster carers’ through violent treatment and 
physical neglect (Monckton, 1945; The National Archives, 2017). This inquiry 
influenced the development of the Children Act (1948) (Educationengland.org, 
2020) by focusing on children who were looked after by the state. The Act detailed 
who retained parental responsibility when a child was in care and defined the 
integral role of the local authorities in relation to looked after children (Hendrick, 
1997). The role of the local authority was to develop robust safeguarding policies 
and procedures to ensure the well-being of children and reduce incidences of 
significant harm. Currently, statutory serious case reviews, which were established 
in the Children Act (2004) are required for all child deaths and serious harm caused 
to children through abuse or neglect. Whilst robust review frameworks have been 
developed, there are still frequent serious case reviews being undertaken, 
suggesting that there is still more to be done to protect children (Wood, 2016). 
 
After the 1920’s Geneva Convention initiated the rights of the child, there was no 
further development until the General assembly of the United Nations agreed on a 
more developed declaration in 1959 (UN General Assembly, 1959). It is unclear 
why there was such little progression over this 35-year gap. This further highlights 
the poor attention given to children’s changing needs throughout this time frame. 
Contemporaneous social policy is critical for it to be effective and enacted out in a 
meaningful way in benefitting the targeted population. The 1959 declaration 
detailed 10 child rights and was an attempt to ensure that all children will enjoy 
their childhood and that their childhoods are happy and in doing so offering some 
protection against adult mental health difficulties.  It called upon all individuals, 
agencies and authorities to uphold these rights to the best of their ability to enable 
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In 1963 and 1969 further revisions of the Children and Young Persons’ Act were 
made, which were consolidated into the Children Act of 1975 (H.M. Government, 
1963; 1969 & 1975). These Acts promoted the welfare of children and prioritised 
welfare above all else, drawing heavily on family philosophy. The 1963 Act had a 
specific focus on reducing care proceedings and supporting children and young 
people at home. It also modelled a more supportive framework for managing 
delinquent children with very challenging behaviours, through a welfare orientated 
approach and protecting society from such children. Children’s best interest is a 
specific inclusion within these legislative reviews (Cunningham, 2005 & Hendrick, 
1997). 
 
The late 1970s and 1980s witnessed an impetus in child rights, with 1979 being 
the International Year of Child. This led to the development of the charter from the 
United Nations Convention on the Rights of the Child (UNCRC) in 1989, the 
development of children’s legal centres and a further revision of the Children Act 
in 1989 (Children Act, 1989; Hendrick, 1997). It was within these declarations that 
the first reference to listening and acting upon children’s views and wishes was 
included (Children Act, 1989; UNCRC, 1989). The General Assembly of the 
UNCRC was unanimously accepted by 190 nations and is one of the leading 
international standards for child rights, despite concerns having been raised about 
certain aspects of the charter. Although it has been accepted, one of the 
challenges that rises from the charter is being enacted out, as this does not 
happen consistently. Any charter is only as good as the society responding to it 
(Humanium, 2010a & Jones & Welch, 2010). Within the U.K. the UNCRC has not 
been enacted out to its fullest potential and it is not embedded within U.K. culture. 
The Children’s Rights Alliance of England (CRAE) surveyed school children in 
England in 2007 and 33% of children stated that they had not heard of the 
UNCRC charter, however, 58% of children surveyed had, but knew very little 
about the detail (CRAE, 2008). 
 
The 1980s proved a tense time for conflicts within the jurisdictions of the state, 
public health policy, and parental responsibility due to the lack of balance of social 
worker input in child protection cases. The tensions were heightened and 
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Authority, 1985), which Freeman (2011) describes as the ‘watershed’ of child rights, 
as children’s rights could overrule parental responsibility and parental consent. The 
Human Rights Act was passed in 1998 and dictated that any rights that are infringed 
by a public body, inclusive of those of a child, would have the right to seek legal 
redress within their legal jurisdiction (Human rights Act, 1998, section 6.3b). 
Therefore, the onus is on organisations to ensure children’s voices are heard, which 
is dictated through commission and omission in law. 
 
The development of children’s rights in England in 1990s was uneventful. A key 
development was the revision of the 2004 Children Act (Children Act, 2004) which 
included the appointment of the children’s commissioner, who would ensure that the 
views and interests of children in England were promoted. This act also reviewed the 
support for children who were subject to their parents divorcing within the courts; and 
a review of safeguarding procedures and responsibilities (Children Act, 2004).                   
 
In conclusion, children’s rights have been slow to develop and it is only in recent 
years that children have been encouraged to be involved in their own healthcare. 
Gillick case law (Gillick v Norfolk and Wisbech Health Authority, 1985), the Human 
Rights Act (1998), the Children Act (1989/2004) and the UNCRC (1989) are the 
primary legislative frameworks detailing child rights of involvement in their own 
healthcare. However, the detail is vague, ambiguous and doesn’t offer specific 
information to guide and support clinicians in empowering children’s rights. A 
significant amount of work needs to be undertaken to translate the legislation into a 
useable framework. Despite the UNCRC being ratified at the end of 1991, it is still 
not fundamentally upheld nearly thirty years later (Every Child Protected Against 
Trafficking (ECPAT), 2015). Identifying training, tools and resources for clinicians to 
use with children would be a helpful inclusion (Cox et al., 2016). This gap of 
translating the law to practice, leaves clinicians in the default position of sticking to 
what they do know and therefore relying on parental consent and leaving children 
unheard (Bowers and Dubicka, 2010). Society, culture and lifestyle have developed 
and changed significantly over the past 30 years and have increasingly placed 
expectation on the involvement of children in all levels of healthcare structures. Yet 
clinical practice advancements are languishing and struggling to keep up, with digital 
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pandemic of a generation experienced the impact of COVID 19. The impact across 
the globe was significant, with the majority of countries having national lockdown 
restrictions implemented. This included school and shop closures, restrictions to 
work from home where possible, or not work at all if the job role was not considered 
a ‘key worker’ role. This meant a significant shift for CAMHS and a reduction in face 
to face contact with children, as the majority of CAMHS moved to work remotely. 
This demanded CAMHS to work differently and harness digital innovation in a bid to 
continue supporting children and families through this unprecedented event (Royal 
College of Psychiatrists, 2020). The Coronavirus Act 2020 (H.M. Government, 
2020a) was introduced, which enabled the urgent recruitment of nurses, including 
registering 3rd year nursing students early, the ability to close educational settings 
and it made changes to aspects of the Mental Health Act (1983). There were 
implemented changes to the rights of children who have Special Educational Needs 
and Disabilities (SEND) and those children who are looked after children (LAC) 
(children who are looked after by the state). In both of these groups of vulnerable 
children, many of which access CAMHS (Department for Education (DfE), 2019 & 
Clarke, 2019), the need for social worker visits and independent reviews was relaxed 
(Turner, 2020), which was criticised for failing children by a number of parties (Article 
39, 2020; Clarke, 2019 & British Institute of Human Rights, 2020). Further, having a 
less experienced workforce across the system would mean less knowledge and 
understanding in how to involve children in decision-making and consent processes. 
It is imperative that CAMHS and healthcare providers empower child rights as they 
are legally obliged to do so, but do so in keeping with developing children’s cultures 
and world changes. Children’s rights should not be diminished to second class 
priority.   
 
1.2.1    Challenges of children having rights 
Whilst Children’s rights are a legal obligation, there are some concerns regarding the 
development of children’s rights. It has been suggested by giving children rights then 
this has robbed childhood of its innocence and ignorance (Hendrick, 1997). There is 
an argument that the power relationship within children’s rights will never achieve 
equity as it remains a discourse defined by adults, institutions, policies and practices 
and not children (Woodhead, 2005); some of this will be discussed in more detail in 
section 1.4 of the literature review. R (Williamson) v Secretary of State for Education 
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and Employment and others [paragraph 71] (2005) further argued that “the battle of 
children’s rights has always been fought on the ground selected by adults”, 
suggesting that many children or their representatives are not involved in 
determining children’s rights and are not as child orientated as they might suggest. 
Whilst these concerns are potentially valid, it is important to balance these rights with 
involvement of children in their own care. The lack of participation could demoralise 
the child and is a missed opportunity to help the child develop competence and skills 
in making decisions (Larcher & Hutchinson, 2010). Hearing children’s voices is 
central to this case study. Without the support of adults whether it be through 
participation or research, many children would not be heard. The acknowledgement 
and awareness of the power will help some reattribution towards equality, although 
the weight of power will always be balanced in the favour of adults. This research 
study is the first to have sought the views of children aged 8-12 years about their 
involvement in decision-making and consent processes in outpatient CAMHS. This 
has informed the methods and methodology undertaken in informing the case (See 
chapter 2).  
 
1.2.2 The Children’s and young peoples’ improving access to psychological 
therapies (CYP-IAPT) agenda 
The CYP-IAPT transformation agenda was introduced to CAMHS in 2011 and has 
been helpful in prioritising the involvement of children and young people in their 
own care (MindEd, 2020). The government aimed to have 100% of CAMHS 
transforming under the CYP-IAPT program by 2018. The CYP-IAPT agenda has 
five central principles that it aligns with. These are accessibility, participation, 
awareness, evidenced- based practice and accountability. The participation 
principle concentrates on involving children and young people within their own care 
and at all levels of service provision and development. CYP-IAPT places demand 
on participation throughout its transformation of CAMHS and supports clinicians to 
prioritise children’s participation in practice.  Whilst the participation principle 
includes the use of routine outcomes measures and service participation; there is 
an absence of information about how the clinicians can involve children more 
meaningfully in their own care. This is further impeded by the lack of available 
frameworks that aid the clinician to determine the developmental stage of the child, 
and resources to support meaningful intervention that is clinically user friendly. This 
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deters professionals from trying to involve children on a more significant level (Cox 
et al., 2016). This study aims to improve this area of practice. 
 
1.3 Theoretical models of child development; the second iterative literature review. 
The stage, not age philosophy was a demand from the Gillick case (Gillick v Norfolk 
and Wisbech Health Authority, 1985). Gillick determined that the child’s 
understanding of the decision being made was the defining factor in whether the 
child could consent, and it was not dependant on the child’s chronological age. A 
child’s level of understanding will have a direct correlation to the developmental 
stage of the child. Child development is not wholly based on intellectual development 
alone and consideration needs to be given to the child’s social, emotional, cognitive, 
physical, cultural and spiritual developmental aspects of their lives. The 
developmental stage of the child will help inform the clinician in how they should 
communicate with a child, determining what type of resources, level of language and 
emotional literacy that needs to be used. One challenge in these assessments is that 
they are subjective assessments by the clinician, evidenced through their own 
understanding of child development and expectations. By not including the 
assessment of child development, capacity and competence in curriculums across 
professional training awards, there will be significant differences in knowledge, 
understanding and competence in how to undertake these assessment (Nursing and 
Midwifery Council (NMC), 2019; University College London (UCL) 2020; University of 
Birmingham & Coventry University 2020). Variable knowledge and understanding, 
combined with a range of experiences and skills in the assessment of the child 
development stage will always result in inconsistencies in practice and clinicians 
defaulting to more robust frameworks such as those for parental consent (Bowers & 
Dubicka, 2010). It will be important to develop more consistent approaches to 
training in child development to increase the confidence and consistency in the 
assessment. 
 
Child development has been studied by various theorists over the last century. 
Different professional backgrounds of clinicians may favour different theories of child 
development, such as the nature versus nurture debate (Sameroff, 2010). The 
Centre for learning innovation (2006) considers 8 different theoretical approaches to 
child development which is a helpful overview.  Table 1, in appendix A, p.253, is an 
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adapted table that includes a selection of theoretical approaches to child 
development.  It includes a narrative pertaining to how the different theorists have 
considered decision-making by children.  
In summarising the table, there are the many different theoretical approaches that 
attempt to understand child development. There are unilateral theories that suggest 
through a process of maturation the child will develop (Gesell, 2008 & Piaget, 1964). 
Whilst these theories offer some understanding of the stages of maturation which 
can be helpful, they do not include the impact of environmental influences. The 
researcher has observed the impact the environment can have on children through 
their work in CAMHS. Therefore, the maturation theories do not fully inform 
researcher’s understanding of child development. Erikson (1980), Vygotsky (1930) 
Klaczynski (2004) and Bronfenbrenner (1979) illustrate how the child’s environment 
and socio-cultural influences impact on child development, which is more aligned 
with the aetiological understanding of children’s mental health presentations and 
child development. The researcher understands that changes in the environment, 
will change the progress of the development of the child. The researcher recognises 
the need for harmonisation in the underpinning philosophies of child development 
and understanding the aetiology of mental health presentations in children. 
Behaviourist theorists, Watson (1970), Skinner (1976), Bandura (1976), and 
Chomsky (2004) who researches the development of language, define the blueprints 
of learning blocks in child development. These are core components that help 
understand child development and learning. The researcher acknowledges the 
important inclusion of the blueprints in child development and how they inform many 
treatment approaches for children’s mental health difficulties. 
 
It is notable that the theories of child development are quite dated. Bronfenbrenner 
(1979) and Klaczynski (2004) are the only theorists undertaking research within the 
last 20 years; which is reflective of the developments in children’s rights; suggesting 
the impetus on researching children’s needs is slow across all domains. Recent 
changes in childhood culture have been associated with an increased prevalence of 
mental health conditions (Moss, 2012). Moss asserts that children are spending far 
less time outside and more time inside, playing in virtual worlds. Moss suggests that 
with children not playing outside, this impacts on many areas of their development; 
evidencing impacts on social and emotional competence; executive skills including 
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decision-making; physical skills including dexterity and coordination, and physical 
health such as vitamin deficiency and hormone suppression.  Wider multi-cultural 
societal impacts on social determination and social cultural influences have not been 
researched adequately in relation to the change in childhood culture (Quintana et al., 
2006). This is further supported by the current movement of ‘black lives matter’ 
(Blacklivesmatter.com, 2020), which has highlighted the lack of focus on Black and 
Minority Ethnic (BAME) groups. The impact of culture in involving children in 
decision-making and consent processes is an important consideration. 
 
The researcher aligns to Bronfenbrenner’s ecological theory (1979) in understanding 
child development. This theory includes a systemically influenced approach to child 
development, expanding from learned behaviours and personal relationships, 
through environmental influences and societal structures and cultures 
(Bronfenbrenner, 1979). The researcher understands child development from nature 
and nurture perspective and is embedded within the ecological systems around the 
child. On assessing the developmental stage of a child for a particular decision, 
consideration would be given to the ecological impacts in the child’s environment. 
Impacts within the ecological aspects can be considerable, for example, religious 
beliefs; Jehovah’s witnesses will not agree to certain types of treatments; some 
Asian communities believe mental illness is the result of a ‘jinn’ or a curse; family 
impacts of domestic violence, ill health or living in a travelling community will all 
impact on child development and understanding in respect to decision-making 
(Swihart & Martin, 2020). Defining the alignment to a particular child development 
theory will help the reader understand the positioning of the researcher for this study. 
A diagrammatic representation of Bronfenbrenner’s (ibid) child development and 
ecological theory can be seen in figure 3.   
 
 




Figure 3: Diagrammatic representation of Bronfenbrenner’s ecological systems 
theory. 
 
Bronfenbrenner described different ecological systems relative to the developing 
child. The child is an active participant in the microsystem, which is the innermost 
system where the child sits and is also active in the mesosystem, the adjacent 
ecosystem. Outside of these systems the child is not an active participant but can still 
be indirectly impacted by them. Bronfenbrenner theorises an overarching system 
called the chronosystem, which represents the passage of time and subsequently the 
development of the child. The chronosystem captures changes in the perception and 
beliefs of the child, as the child develops (Bronfenbrenner, 1979). 
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The child sits centrally within the ecological system, it is important to consider the 
individual development of the child in respect of social, emotional, cognitive, spiritual, 
cultural and physical development. The microsystem is the environment that the child 
sits directly in and is an active participant, these are represented in figure 3 as the 
family and school, the microsystem refers to one environment for the child to be in at 
any one time. Whereas the child in the mesosystem will cross more than one 
environment at a time, this would include friends and social activities. In the 
exosystem, the child is not an active participant but the actions within the exosystem 
will affect the child indirectly. An example of this is during COVID19, the government 
requested that all areas of the community needed to use social distancing, many 
parents were asked to work from home and grandparents over 70 years of age were 
asked to shield, and not leave their homes, the child was not an active participant of 
this, but it affected them indirectly in that the parents were at home more and the 
child would not have seen their grandparents as often (H.M. Government, 2020b). 
The macrosystem is where collectively held beliefs and ideologies are held. These 
will include laws and cultures. This will have an impact on the child despite them not 
being an active participant in this system (Bronfenbrenner, 1979). Bronfenbrenner’s 
ecological systems theory will provide the child development framework for this 
research study. 
 
1.4 Solving children’s problems using adult knowledge structures 
It is important to recognise that even though adults have been children, they can no 
longer think like children (Klaczynski, 2004). As children grow, their cognitive 
processes grow and develop with them. Contexts and perspectives change as 
children get older, which impacts their understanding of themselves and the world 
around them (Piaget, 1964). In their younger years, children are egocentric, they are 
not able to consider the feelings and needs of others as their cognitive ability to do 
this has not yet been developed; they innately aim to get their own needs met. For 
example, a young child wanting to do an activity or play with a toy, they won’t give 
consideration to what other people around them will want to do, they will try and get 
other people to play with their toy. As children get older, their understanding of the 
world changes and their world starts to include more complex relationships and 
friendships and involves understanding more about others needs and wishes 
(Piaget,1964). 
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As children develop, it is evidenced that their understanding of themselves and the 
world they live in widens. Depending on the child’s age, their ability to process and 
conceptualise information will develop through childhood; children are cognitively 
able to categorise information differently and more complexly. It is helpful to 
assimilate this development to computer hardware and software, in that everyone 
has the hardware from birth, and that this is updated at key stages of life, each 
update enhancing the understanding and comprehension of a child. Once that 
update has happened, then the cognitive function will only work on that last update; it 
cannot restore itself to a previous update, and thus why adults focus on adult 
discourse (Lansdown, 2010 & Kellett, 2005). The child will have an improved 
understanding of self-awareness, the relationships around them and a deeper 
understanding of emotional literacy.  The child is able to consider interpersonal 
impacts that one person has on another and has increased ability in thinking before 
acting (Klaczynski, 2004 & Bronfenbrenner, 1979); although adolescent hormonal 
changes can counteract this (Grootens- Weigers, et al., 2017) (Further discussion 
about this can be found in section 1.6). This shift in understanding by the child will 
impact on their ability to be more involved in decision-making and consent 
processes; once a child starts to have a wider view of the world; the child will 
become more involved (Bronfenbrenner, 1979; Klaczynski, 2004 & Piaget, 1964). 
Therefore, when adults try to think like children; in an attempt to understand their 
thinking, they cannot do this despite their best efforts (Klaczynski, 2004 & Piaget 
1964).  
 
The information elicited from the children in this study will be interpreted using adult 
knowledge structures and processing abilities, as the researcher is an adult. As 
detailed above, an adults’ process to conceptualise information will be different to 
that of a child. By an adult analysing the children’s data in this study, it will not be 
truly representative of a child’s meaning or inference; however, the researcher has 
made great efforts to keep the child’s voice central, and authentic through every 
aspect of the study and its analyses. 
 
Although using adult knowledge structures to solve children’s problems has its 
challenges; which some of these are also referred to in section 1.2.1; consideration 
must be given to the alternatives. If adults were not to study children’s problems, 
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then it is unlikely children’s problems would not be researched and the child’s voice 
would not be heard. It is better to acknowledge the challenges and ensure that 
children’s problems are researched in a way that safeguards the child’s voice as has 
been the case in the study (Kellett, 2005). 
 
1.5 Shared decision-making and its relationship with this study 
Shared decision-making refers to decisions being made together, with the clinician, 
the child and the parent or caregiver. There have been many studies that have 
researched shared decision-making; some studies have considered this process in 
CAMHS (Aubrines- Jaume et al., 2014; CAMHS Evidence- Based Practice Unit 
(EBPU), 2014 & Hayes et. al., 2019). Shared decision-making between children, 
parents and clinicians is an important aspect of working in CAMHS to ensure a 
collaboratively agreed way forward. The literature for shared decision-making 
explores the process of how this can be undertaken; at times it only considers shared 
decision-making between clinicians and parents (Liverpool, 2018).  Shared decision-
making does not include how or when children are competently able to make 
decisions in their own care, nor how to support a child to do this. Shared decision-
making is similarly representative of the discussions in section 1.1, where it is 
deemed that children under the age of 13 are not regularly supported to make their 
own decisions about their own healthcare. Shared decision-making is an important 
process within CAMHS and has some resonance with this study; however, it does 
not include how and when children can be involved in decision-making or consent 
processes, which is the scope of this study.  
 
1.6 Literature review pertaining to Article 12 of the UNCRC (UNCRC, 1989)  
Once an initial assessment has been completed and the child and family have been 
deemed to meet the criteria for which they can be supported in CAMHS; a clinician 
will be allocated to the child and act as a case manager or care coordinator; these 
terms are used interchangeably in service. For the purposes of this thesis, the term 
care-coordinator will be used. A key role of the care-coordinator is to guide the child 
and family through treatment, some of the treatment may be undertaken by the care-
coordinator themselves or they may need to involve other specialist practitioners 
depending on the child’s presenting difficulties. One of the challenges in offering 
treatment is that children do not want their families involved or only want their 
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families involved in certain aspects of their care (Lunn, 2016). It is important that 
where this request can be safely managed and agreed upon, that the views and 
wishes of the child are heard and acted upon.  Whilst this may enhance the 
therapeutic relationship between the child and the care-coordinator, it can also raise 
challenges in competing agendas between the child and the parent in how and when 
treatment should be offered. The quality of the therapeutic relationship is stated to 
have over 25% impact on positive outcomes of therapy (Gilbert & Leahy, 2007), 
therefore there is an importance in fostering the quality of this relationship; however, 
balancing this against the family orientated approach of CAMHS and the rights of 
parents can be challenging (Cox, 2019a & Cox, 2019b). 
 
Specific competence and legal frameworks to support younger children do not exist 
in CAMHS practice (Cox et al., 2016). There are some general principles and legal 
tenets that offer some guidance, but these are not explicit. Documents such as the 
Children Act (1989 section 1.3; 2004, section 2; 2A; 2B), the Human Rights Act 
(1998, section 6:1-6), the Mental Capacity Act (2005, section 1:4), the Mental Health 
Act, (1983), the Robbins Report (Robbins, 1999) and the United Nations Convention 
on the Rights of the Child (1989) have some guiding principles within this area of 
practice but are not specific with regards children’s mental health and well-being.  
The NHS aligns care with the National Institute of Health and Care Excellence 
(NICE) (2020) guidelines for determining best practices. NICE develops and offers 
guidance for all healthcare organisations to follow, providing the best evidence and 
practice to patients; CAMHS is one such organisation. However, there is a noticeable 
absence of NICE guidance on assessing capacity and facilitating decision-making 
and consent for children under the age of 16 years (Cox et al., 2016; NICE, 2020).  
 
UNICEF (United Nations Children’s Emergency Funds) are fundamentally 
responsible for the development and creation of the United Nations Convention on 
the Rights of the Child (UNCRC) (1989). The UNCRC is a statement of rights that 
was developed over a 10-year period between international governments, third 
sector agencies, non- governmental agencies, educators, religious leaders, civil 
rights lawyers, child development specialist, health advisors amongst other 
professionals and agencies (UNICEF, 2021). The treaty includes 54 separate articles 
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that set out a children’s rights charter. The charter was underpinned by four general 
principles, which are- 
 
1) “Non-Discrimination (article 2) 
2) Best interests of the child (article 3) 
3) Right to life, survival and development (article 6) 
4) Right to be heard (article 12)” (UNICEF, 2021). 
 
Nearly all countries within the world have agreed in principle with the convention, 
however, the United States of America, is yet to ratify (meaning to be legally bound 
by the convention) (The Economist, 2013; Save the Children, 2015). The United 
Kingdom (U.K.) ratified the treaty and it subsequently came into force in the U.K. in 
January 1992 (ECPAT, 2015); therein becoming an obligation that the charter was 
embedded in law. Despite the UNCRC becoming international law in England nearly 
30 years ago, the development of resources, frameworks and guidance to support 
clinicians across all health and social care domains have not been developed; 
reiterating that any charter is only as good as the society responding to it 
(Humanium, 2010a & Jones & Welch, 2010).  As a country, we are significantly 
underdeveloped in this area of practice.  
 
The foundation of this study bases itself on the legal frameworks identified in chapter 
1. Article 12 p5, of the UNCRC (1989) wholly describes the necessary actions of 
clinicians and services to ensure children’s voices are heard; therefore, the 
researcher is using article 12 as the core tenet for the study. Article 12 p5 states:  
 
 “Parties shall assure to the child who is capable of forming his or her own 
views the right to express those views freely in all matters affecting the child, the 
views of the child being given due weight in accordance with the age and maturity of 
the child”. 
 
1.6.1. Article 12 
There is an imperative to ensure that all children’s views are heard within CAMHS 
whatever the child’s age if the child is able to offer their view (Children Act, 1989 
section 1.3; 2004, section 2; 2A; 2B; Human Rights Act, 1998, section 6:1-6 & United 
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Nations Convention on the Rights of the Child,1989). In consideration of article 12 
(UNCRC, 1989) and the context of CAMHS, it is necessary to draw conclusions 
about the meaning and interpretation of article 12 to define the parameters included 
in this study. This section of the literature review establishes the researchers 
positioning in meaning and interpretation of article 12. Article 12 will be examined in 
the following sections i) ‘parties shall assure to the child’; ii) when children are 
‘capable of forming views’ including considerations of age or maturity, iii) how 
children have the ‘right to express views freely’ and iv) how ‘views of the child are 
given due weight’. 
 
1.6.1.2 Parties shall assure to the child 
‘Parties’ relates to any state, or organisation within that state, that has ratified the 
UNCRC agreement. The United Kingdom has ratified the agreement and therefore 
all UK countries and establishments are legally bound by the agreement and become 
a party to ensure the agreement is abided by. 
 
Assurance is defined by the Cambridge dictionary (2016) as ‘a promise’ or 
‘confidence’; the Collins English Dictionary (2016) has definitions of assurance as ‘a 
statement, assertion, etc., intended to inspire confidence or give encouragement, a 
promise or pledge of support and freedom from doubt, certainty’. For the purposes of 
this study, assurance will be considered in the frame of ‘freedom from doubt, 
certainty’. This will mean that the clinician will, with certainty and without doubt, give 
the right and opportunity to the child to express their views within their own treatment 
in CAMHS. 
 
1.6.1.3. When children are ‘capable of forming views’ including consideration of age 
or maturity, (the first systematic literature review) 
This aspect of the article is important when considering involving children in decision-
making and consent processes. Understanding when children are capable of forming 
views is representative of the discussion in sections 1.3 and 1.4. Currently, there is 
only subjective assessment available to assess the child’s capability of forming 
views, which entirely relies on the clinicians’ knowledge, experience and skills in the 
assessment. Whilst some guidance is available in understanding the different criteria 
that need to be demonstrated, the information is not all in one place, which is 
   
 
 43 
unhelpful in practice. The findings in data set ii (chapter 3.3) have a wider discussion 
on the legal and best practice guidance available. 
 
To establish when a child is capable of forming views, the researcher undertook a 
systematic literature review and used the search terms detailed in table 2 to identify 
the relevant literature. To ensure robustness in undertaking the systematic literature 
review, the researcher used the PRISMA guidelines for reporting systematic reviews 
(Moher et al., 2009). The inclusion criteria for the search was from 1950 onwards, it 
included those with full text availability and the search terms had to be included in the 
title. The year 1950 was chosen as many of the child development theories cross 
over around this time. 
 
Table 2- Search terms and databases used for article 12 review (systematic 
literature review 1) 
Search term-  Databases Outcome 
Child* Develop* 
Decision-making 
Library plus, CINAHL Plus, 
EBSCO Host, Pubmed central, 
pubmed central Europe, Web of 
science all databases 
352 hits- 31 articles to review after 




As in search one 648 hits- 11 articles left after duplicates 
removed and initial screen of all articles 
Child* Develop* 
View* 
As in search one 826 hits- 13 articles left after duplicates 
removed and initial screen of all articles 
Child* Form* Views* As in search one 
 
114 hits- 3 articles left after duplicates 
removed and initial screen of all articles 
When child* 
decision* 
As in search one 177 hits- 13 articles left after duplicates 
removed and initial screen of all articles 
Child* Develop* 
Judge* 
As in search one 69 hits- 2 articles left after duplicates 
removed and initial screen of all articles 
Child* Develop* 
Judgement 
As in search one 266 hits- 1 article left after duplicates 
removed and initial screen of all articles 
Child* Matur* 
decision* 
As in search one 9 hits- 1 article left after duplicates removes 
and initial screen of all articles 
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The Prisma flow diagram below (figure 4) demonstrates the process of selecting, 
screening and reviewing the process of the literature that was to be included in the 
review. 
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The literature review is structured using Bronfenbrenner’s ecological theory (1979) 
and will consider when children are capable of forming views and this will be in 
consideration of their age and their maturity as defined in article 12 of the UNCRC 
(1989). 
 
When considering the child as an individual, the child’s physical development is a 
key requisite for the child to be capable of holding a view; the environment the child 
is making the decision in is mutually important in the decision-making process. This 
relates to the nature, nurture relationship. The environment is all-inclusive of 
everything that is in it, such as people, resources and information and the 
interpersonal and intrapersonal phenomena that are created within it, evidencing the 
environment being a primary influence in the decision-making process. 
 
A definition of capable is that someone has the ability and quality to achieve or 
complete a specified task (Lexico, 2020a). A child who is capable of forming views 
must have the ability and quality to form a view. A view would be considered a 
“particular way of considering or regarding something; an attitude or opinion” (Lexico, 
2020b). Neurological developments have to occur for a child to have the capability to 
form a view. The prefrontal cortex, left temporal cortex, left parietal cortex and the 
white matter that connects them all is responsible for intellect development (Barbey 
et al., 2012 & Garon & Moore, 2004). Intellect is necessary for the child to mindfully 
hold and understand concepts and information. Intellect works collaboratively with 
reasoning, judgement and the reward-based system to make decisions that are 
processed using the ventral striatum and the prefrontal cortex (Barbey et al., 2012; 
Corrado & Mathesius, 2014 & Grootens-Weigers, et al., 2017). Continuous and 
systematic neurological development is dependent on a healthy and normal physical 
state and a warm and nurturing environment in childhood (McCabe, 1996; Corrado & 
Mathesius, 2014). For those children who live in adverse childhood experiences, 
such as poverty, violent and unaffectionate environments, the evidence shows that 
neurological development is delayed and can create variability between developing 
children (Bowlby, 1997; McCabe, 1996; Corrado & Mathesius, 2014). 
 
Whilst unilateral development of the intellect, judgement and reasoning is an 
important development for children to be capable to hold a view; more recent 
   
 
 46 
theories have suggested that this unilateral development of a child does not go far 
enough to explain the development needed for decision-making (Jacobs and 
Klaczynski, 2002; Klaczynski, 2004 & Klaczynski and Cottrell, 2004 & Murray, 2016). 
Klaczynski and his collaborators (2002 & 2004) (ibid) theorise that there is an 
experiential aspect to development in learning through heuristics; as opposed to the 
chronological and physical development in children, through the increase of age. The 
latter was determined by Klaczynski as analytical and effortful development for 
processing information. Whereas Klaczynski posits the experiential processing 
development as learned through experience and the use of heuristics is a much 
faster processing system. As children increase their experiences through life, they 
increase their repository of heuristics that they can use in everyday situations, 
including decision-making (2002 & 2004) (ibid). Klaczynski suggests that children 
and adults alike use heuristic processing in many decision-making situations. The 
experiential processing is described as the default system, it is preconscious and 
reliant on memory and representativeness, giving the child fast access to a range of 
heuristics to draw from in any given situation (Klaczynski, 2004).  
 
Experiential processing is described as constantly mapping internal and external 
cues on memory procedures (Klaczynski & Cottrell, 2004) and can be informed by 
the senses, which is known as posteriori reasoning (Bonjour, 1998, p.5). This 
process of mapping will activate a specific heuristic needed for utilisation. Those 
children who have had more experiences in decision-making situations will have 
more heuristics to draw on. McCabe (1996) previously posited that children’s 
involvement in decision-making will be heavily influenced by their prior experiences 
and the child’s perception of the level of importance they place on the health 
conditions being decided about. Klaczynski (2004) further asserts that the 
development of metacognitive abilities is needed for the child to fully make a 
decision, determining that heuristics alone would not complete the task; suggesting 
that the development curve for children being increasingly capable of forming views 
is not based solely on intellect.   
 
The experiential processing system that uses heuristics develops significantly in 
primary school and again from 9 years onwards (Jacobs and Klaczynski, 2002). 
Klaczynski (2004) determines that the ability to override the experiential processing 
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system with the analytical system, the more effortful, slow processing system, is 
more available to adults than children, however, Klaczynski (ibid) is cautious to 
assert that adults do not always use their analytical abilities despite having them. 
Adults often over or underapply particular rules or use shortcut heuristics instead of 
following normative rules (Jacobs & Klaczynski, 2002). Theorists are now 
researching the shortcomings of adult decision-making with children to try and 
ascertain where the underapplication is developed from (Jacobs & Klaczynski, 2002). 
One of the reasons for this shortcoming in adults could be that adults will have 
developed more fears and safety behaviours through life; therefore, using 
maladaptive heuristics to inform their decision-making. As children are more naïve 
and will be using less maladaptive heuristics, some children may make better 
decisions than their adult counterparts (Jacobs & Klaczynski, 2002). One concept 
that is extremely clear from this discussion is that single processing systems are not 
adequate to define the ability of competence in children forming views  (Klaczynski, 
2004). 
 
There have been many studies that have looked at what age children can make 
decisions (McCabe, 1996; Lennings, 2015; Klaczynski & Cottrell, 2004; Klaczynski, 
2004; Grootens-Wiegers et al., 2017; Jacobs & Klaczynski, 2002; Garon & Moore, 
2004 & Lundy & McEvoy, 2012), these have included specific typologies of decision-
making, such as sunk cost decision-making about money, time/ effort and friendships 
(Klaczynski & Cottrell, 2004), conjunction fallacy (where decisions are based on 
stereotypical information based on typologies) and future-orientated prudence (where 
children can plan and wait for better future rewards) (Garon & Moore, 2004 & 
Klaczynski & Cottrell, 2004). However, many of the studies were undertaken in 
optimal conditions (Jacobs & Klaczynski, 2002). The studies did not look at decision-
making for treatment options, nor were the participants of the studies allowed to 
discuss the information relating to the decision-making. The decisions were made in 
a one-off event rather than a process, as should be akin to CAMHS. The sunk costs 
study (Klaczynski and Cottrell, 2004) was determining whether children were able to 
wait for larger rewards by not taking smaller rewards in the first instance; thus, the 
costs sunk in time. These were specific rewards focusing on increased monetary and 
effort rewards. Whilst the study demonstrated that some children were able to wait; it 
isn’t clear how these rewards are matched against the development of a child. For 
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example, if the same rewards are offered for different age groups, which within their 
study the ages of the participants were 4-6 years, 9-11 years and 14-15 years; the 
interest in gaining monetary rewards would be different for each age group, therefore 
motivation for the task and subsequent scores and results would differ between 
them. Similarly, the motivation for time and effort may be somewhat reduced given 
the motivational decline in adolescence (Gnambs & Hanfstingl, 2016). What 
Klaczynski & Cottrell (2004a) did find were age-related differences identified in the 
ability for children to transfer learning from one environment to the next, with the 
younger group of children finding this a more difficult task. This is an important 
consideration for decision-making and consent competency. 
 
The studies on decision-making by children vary in their focus on the different 
aspects of decision-making including cost sunk (Klaczynski, 2004), abstract thinking 
(Grootens-Weigers et al., 2017), future advantageous (Garon & Moore, 2004), 
evidenced-based (Sen, 1999; Nussbaum, 2000; Weithorn & Campbell, 1982), gender 
differences (Lim et al., 2013) and children being capable of participating in research 
(Murray, 2016). Each study had a different focus and determined different ages as to 
when the child had the capability in making decisions, giving further strength to the 
stage, not age argument. This adage is further supported by Lennings (2015) who 
predicates holding children as incompetent by their age is conflicting with all 
contemporary literature. Whilst most study outcomes align with this; Grootens-
Wiegers et al., (2017) maintains children aged 12 years or over may have the 
capacity to be decision-making competent. However, this study doesn’t look specify 
the types of decisions or in what circumstances or environments.  
 
The MacCAT-CR study (Applebaum & Grisso, 2001), looked at overall competence 
for participating in research and their results concluded that children aged 11.2 years 
demonstrated overall competence, 9.6 years and below were generally not 
competent and 10.4 years being the cross over point of when children move from 
incompetence to competent (Murray, 2016). Garon & Moore, (2004) suggest that 
preschool children can make decisions that are advantageous for the future; whilst 
further identifying that different levels of understanding increase with age. 
Performance in making advantageous decisions for the future was equal across age 
groups of 3, 4 and 6-year-olds (Ibid). 
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Empirical evidence shows that children demonstrate competence at a very young 
age (Grootens-Wiegers et al., 2017). Weithorn & Campbell (1982) demonstrated that 
9-year olds did not differ in their standards of evidence of choice or reasonable 
outcome and they arrived at similar logical decisions as adults, although it was clear 
that the 9-year olds were understandably less competent. Gopnick & Wellman (1994) 
have argued that very young children aged 3-4 years possess abilities that are highly 
similar to the abilities in adults and that competencies believed to emerge only in 
adolescence are present in pre-schoolers (Ruffman et al.,1993). Whilst there have 
been many studies focused on discussing age differences, Klaczynski & Cottrell 
(2004) suggest that investigators will only find what children can do in optimal 
conditions. Most of the studies are not reflective of real-life situations and they don’t 
include or consider what are personal preferences, interests or ideals of the children; 
for which the decision-making action may be influenced. By determining that any 
child could be incompetent to make a decision based on age alone, is conflictual of 
all contemporary child rights and psychological literature and the recognised variation 
in child development. Children have evidenced their ability to resist biased 
arguments, use heuristics and be positively impacted by cultural and societal beliefs 
across the literature; therefore maintaining the position of the stage, not age 
philosophy is an important adage to uphold (Lennings, 2015; Jacobs & Klaczynski, 
2002). 
 
Other elements within Bronfenbrenner’s (1979) individual system that may impact 
decision-making is gender; females were found to perform better than males; and 
this is representative of the child development literature (Lim et al., 2013). However, 
this was the only reference to gender throughout the studies included in the review. 
Further elements of the individual include health and disability; McCabe, (1996) 
refers to the impact of mental and emotional health on children’s development. 
McCabe (1996) further discussed the importance of children’s knowledge of the 
concepts of illness and health; personal beliefs will impact decision-making 
(Klaczynski, 2004 & McCabe, 1996). It is important to consider the impact of beliefs 
within the mesosystem (Bronfenbrenner, 1979). Increased hormonal influences, such 
as changes in the brain’s reward system in adolescence can impact decision-making 
concerning risks, rewards, self-regulation, and relationships with peers (Corrado & 
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Mathesius, 2014; Grootens-Wiegers et al., 2017). The child’s own emotional health 
and style of coping will also impact the decision-making process (McCabe, 1996).  
 
What is determined across the studies is that children at a very young age do have 
established cognitive capabilities to form a view. Grootens-Weigers et al., (2017) use 
Applebaum and Grisso’s (2001) definition of achieving competence capability; this 
includes expressing a choice, understanding, reasoning and appreciation. They 
establish that children aged over 6 years start developing all of the necessary 
abilities to satisfy this four-part definition. There is no argument about children’s 
capability increasing with age; however, there is an associated capability in 
experiential development. Klaczynski & Cottrell (2004) demonstrate in their studies, 
that 9-year-olds are capable of decision-making competence. With the development 
of the theory of mind significantly improving in 3 and 4-year-olds and (Klaczynski, 
2004) demonstrating that children aged 4 years were capable to make advantageous 
decisions based on evidence; this demonstrates that very young children have some 
understanding and reasoning capacities. 
 
Abstract thinking is needed to make decisions and fulfil the understanding and 
reasoning aspects of competence capability. Grootens-Weigers et al., (2017) 
discovered children aged 3 and 4 years had the ability to think abstractly, which is 
contrary to Piaget’s (1964) theory, who determined it developed towards adulthood. 
Abstract thinking is deemed critical by McCabe (1996) to make informed decisions 
about the risks and benefits of treatment, but it was not specified at what stage of 
development this occurred. Reasoning skills are the third element to the competence 
capability framework and have been demonstrated to improve significantly between 
the ages of 8-11 years of age due to the improved access to knowledge (Grootens-
Weigers et al., 2017). The final part of the competence capability is appreciation, and 
this will be achieved through understanding the risks. Risk identification develops 
strongly between the ages of 6 and 10 years, which is supportive of Piaget’s (1964) 
findings.  With many theorists determining, when children can base their decision-
making on evidence, the child would be deemed as competent (Murray, 2016; 
Grootens-Wiegers et al., 2017; Sen, 1999 & Nussbaum, 2000). The evidence in this 
case, will be the choice and the understanding, reasoning and appreciation 
developed through the determinants discussed. 
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The Microsystem is the system that the child is nearest to. Bronfenbrenner’s (1979, 
p. 22) microsystem is referred to as a “pattern of activities, roles and interpersonal 
relations experienced by the developing person in a given setting with particular 
physical and material characteristics”. The microsystem is in the child’s immediate 
environments and may include family, school, church, peers and health services for 
example. An important consideration is the relationship between the child and the 
adults involved in the decision-making process; this could include the child’s parents 
or caregivers or a clinician (McCabe, 1996; Lundy & McEvoy, 2012). The adults 
around the developing child are ‘enablers’ in ensuring that children do consent and 
make decisions where possible (Lundy & McEvoy, 2012). Lundy & McEvoy (2012) 
further describe the necessary enabling aspects of the law, in that they determine 
that articles 13 and 17 of the UNCRC (1989) are mutually required to ensure 
children’s rights are fully upheld in the decision-making and consent processes. 
Article 13 refers to the right to seek, receive and impart information in any format or 
medium. Article 17 refers to the right of receiving information that is of social and 
cultural benefit in any format, which includes information related to their well-being 
(UNCRC, 1989; Lundy & McEvoy, 2012). The details included in the above articles 
are prerequisites for a child to be fully included in decision-making and consent 
processes and in their right to be heard (Lundy & McEvoy, 2012). Information given 
to children needs to be in the correct format or medium and of the appropriate 
developmental stage of the child (Lundy & McEvoy, 2012) with Ganzini et al., (2004)  
and Hein, de Vries & Troost et al., (2015) emphasising that any decision-making 
competence is ‘only as good as the information provided’.  
 
Children are able and entitled to form and share their views (UNCRC, 1989); it is 
important to note that the adults around them are obligated in ensuring the child has 
the necessary and appropriate resources to help the child understand the information 
about the decision being made. It is the attitude of adults within the immediate 
environment that will influence the outcome of the decision-making process for the 
child. Family factors, including cultural background and the level of stress in making 
the decision, including its gravity or weight are also important factors to note that 
adults can have some ability to manage (McCabe, 1996). Children’s inclusion in 
decision-making is a vehicle for participation, but this is dependent on the adults 
facilitating and involved in the process (Murray, 2016). This is where the microsystem 
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around the child needs to support and develop experiences for the child to learn and 
participate in decision-making and consent processes. Helping children to use 
evidence in decision-making will help develop the child’s ability, therefore the onus is 
on adults in ensuring the evidence is appropriate, clear and useful to support the 
child in making the decision (Hansson, 2005). 
 
Bronfenbrenner’s (1979) mesosystem “comprises the interrelations along with two or 
more environments in which the developing person actively participates (such as, for 
a child, the relations among home, school, and neighbourhood peer groups and for 
an adult, among family, work and social life”. These represent connections outside of 
individuals’ immediate environment but include the individual as an active participant. 
Inclusions for a child’s mesosystem in today’s society would include social media if 
the child was actively participating. Age and maturity are important considerations 
with regard to social media. Childwise (2020) reported that 53% of children in the 
U.K. have a phone by the age of seven years and many are using social media at 
this time, despite the age restrictions imposed by the social media companies. The 
consequences of making a bad decision on social media as opposed to making a 
bad decision in CAMHS have a potentially higher impact; yet parents are endorsing 
children having access to social media at a young age. It will be important to 
consider how social media is growing as a culture within our younger population and 
how this impacts on their formation of views. Cultural and spiritual impacts are also 
held within the mesosystem and can be familial owned beliefs that will determine 
how a child may act or think (Lennings, 2015; McCabe, 1996). It is important to 
consider how such beliefs and customs are associated with a child forming a view. 
As previously referenced, there is a paucity of research undertaken in this regard. 
Cultural beliefs and impact on decision-making by children have been discussed in 
chapter 1.3. 
 
The Exosystem refers to “one or more settings that do not involve the developing 
person as an active participant, but in which events occur that effect, or are affected 
by, what happens in the setting of a developing person” (Bronfenbrenner, 1979, 
p.25). These can be viewed as indirect impacts, in that the phenomena in the 
exosystem will permeate the child’s microsystem. The exosystem will include 
knowledge and skills of the adults facilitating the decisions; several theorists have 
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referred to the importance of this (Ganzini et al., 2004; Hein, de Vries, Troost et al., 
2015; Lundy & McEvoy, 2012 & Murray, 2016).  This will include the clinicians’ 
knowledge of child rights, skills in facilitating discussions about treatment options and 
managing the process of consent; alongside the clinicians’ own cultural and societal 
beliefs about children’s rights and consent (Ganzini et al., 2004; Grootens- Weigers 
et al., 2017 & McCabe, 1996) 
 
The macrosystem refers to attitudes and ideologies of culture or subcultures or 
beliefs that could cross all the lower order systems (micro, meso and exo) 
(Bronfenbrenner, 1979, p.26). The macrosystem will include collectively held beliefs 
within organisations and wider societal beliefs. In respect of children’s rights and the 
decision-making responsibilities that are associated; it is in the macrosystem that the 
collective culture is held. Therefore, if child rights are not held in high esteem or 
agenda, then this culture will permeate the other ecological systems. Although the 
macrosystem can be inversely influenced by the other ecological systems, this would 
be a slower change. Society and organisations need to hold child rights as important 
and invest time and resources to harbour a culture for maximising child rights; 
however, until this is undertaken, the likely outcome remains that children’s rights will 
remain slow and cumbersome to be developed in health and social care practice. 
This lack of prioritising of children’s rights does directly impact on the children being 
supported to participate in decision-making and consent processes and on adults 
believing that children can hold a view. If children’s rights are not held as important 
on a cultural level, then the lower order processes, such as involving children in 
decision-making, or supporting a child to form a view, will not be facilitated in any 
event. 
 
The chronosystem refers to the individual and the passage of time and changes in 
perception. Bronfenbrenner (1979) denotes that once there has been a change in 
perception then this would determine that development has occurred. Time was a 
distinct omission by the theorists within this review, many of the studies researched 
the capability and the competence of decision-making based on one-off events, 
rather than through a process. Forming a view should be a process and therefore 
time, information and stage-appropriate resources should be offered to all children 
when making supporting them. The studies in this review base their outcomes on the 
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age of when a child can be deemed competent or have the capacity, rather than 
focusing on the process itself. This important and new finding needs to be addressed 
in future research.  
 
The ‘forming a view’ literature review (systematic literature review 1) has examined 
the development of children with regards the capabilities and competencies of being 
able to form a view in consideration of age and maturity (McCabe, 1996; Corrado & 
Mathesius, 2014; Lennings, 2015; Klaczynski & Cottrell, 2004; Klaczynski, 2004; 
Grootens-Wiegers et al., 2017; Jacobs & Klaczynski, 2002; Garon & Moore, 2004 & 
Lundy & McEvoy, 2012 & Murray, 2016). There are natural age-related differences in 
line with the chronological development of a child. There are also notable 
neurological changes that impact on the developing child’s ability to form a view. 
What has been determined through this review is that the capability to form a view 
has been identified in very young children.  Those with less experience in forming a 
view, struggle to transfer the learning from one environment to another.  In 
recognising this struggle, the onus will be on the adults to develop the capacity and 
competence of a child and ensure the child is supported to transfer their learning and 
understanding across different environments (Klaczynski & Cottrell, 2004).  
 
In placing an impetus on all adults to support the child, will increase the child’s 
experiences in forming a view and will improve the child’s skill in decision-making 
over time. By increasing the number of experiences a child has access to, will help 
the child form views more easily and readily, as they will have access to a wider 
repertoire of heuristics to draw from. There is an onus on the adults supporting the 
process to ensure stage (as opposed to age) appropriate information is available and 
utilised and to ensure the environmental influences are conducive to facilitating the 
process and achieving a successful outcome (Bronfenbrenner, 1979 & McCabe, 
1996). What has not been identified is how the adults facilitate the process and what 
should be included; this is a further area for research. The attitudes and beliefs of the 
adults involved in any aspect of the decision-making process are critical to its 
outcome; this spans across the ecological systems (Klaczynski, 2004; 
Bronfenbrenner, 1979). There must be an effort made to offer a combination 
approach to maximising children’s rights from the macrosystem through to the 
individual ecosystem and vice versa. 
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An additional consideration to Article 12 (UNCRC, 1989) is that Articles 13 and 17 
are mutually important in the decision-making and consent processes with children. 
Article 13 addresses the right to seek, receive and impart information in any format or 
medium and Article 17 referring to the right of receiving information that is of social 
and cultural benefit in any format related to their well-being (UNCRC, 1989). With a 
redress in children’s rights, this would positively impact children being supported by 
the adults around them to be involved in decision-making and consent processes, 
and be supported in forming a view. 
 
Research on decision-making and its associated factors remains in its infancy (Hein, 
de Vries & Troost et al., 2015; Klaczynski & Cottrell, 2004). There is a need to 
undertake studies in realistic conditions, rather than optimal ones and to place 
emphasis on the process to understand what ingredients are needed within that 
process to help the child form a view in consideration of age and maturity. 
 
1.6.1.4 Children have the ‘right to express views freely’ 
The child must be offered an environment where they feel that they can express their 
views freely. The onus is placed on the adults around the child to manage this. 
Ensuring that no undue pressure is placed on the child. When attending CAMHS 
there can be differing views and agendas between the child and the parents or 
caregiver. It is the responsibility of all the adults involved to assure that children are 
given the space and time to express their views freely, without fear of reprisal. If the 
clinician involved fears that there may be reprisal due to the competing agendas, 
then it will be in their duty to safeguard the child and negotiate the environment to 
ensure the child can express their views freely. This may require additional work in 
supporting and educating the parent, or the clinician may proceed without the parent 
being involved. 
 
1.6.1.5 Views of the child are ‘given due weight’  
In all situations, the wishes and voices of children should be heard and taken into 
consideration even if the child is unable to give informed consent to a decision 
(UNCRC, 1989; Children Act, 1989 & 2004; Human Rights Act, 1998). Due weight 
refers to the amount of significance that is given to the views of the child in 
comparison to others involved in the decision-making. The committee on the 
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convention of the rights of the child (UNCRC, 2009. p.5) stipulates that “the views 
expressed by children may add relevant perspectives and experience and should be 
considered in decision-making, policymaking and preparation of laws and/or 
measures as well as their evaluation”. This demands the child’s views, whether 
making a fully informed decision or adding their views as part of a wider decision-
making process, must have significance and due weight given to them. It is important 
to recognise that children can be supported to share their views in all situations, 
whatever the gravity of the decision, however, small their contribution. 
 
1.7   Summary  
This chapter has set the context of the study in respect of the legal obligations 
expected from services and clinicians in maximising children’s rights. Despite 
children’s rights development being slow and cumbersome, the legal obligation 
remains imperative to uphold. Progress has been made in increasing participation 
and involvement of children through more recent strategic agendas such as CYP-
IAPT; however, these do not go far enough in delivering the legal obligations of 
children being meaningfully involved in their healthcare. The current legal 
frameworks and previous research does not go far enough to help clinicians in the 
appointments with children to facilitate the assessment of the child’s developmental 
stage and supporting the child to form a view for the child to be fully involved in 
decision-making and consent processes. This chapter has demonstrated that 
developmentally, children aged 8-12 years are capable of making an informed 
decision; the onus lies on the clinician and the adults supporting the child to ensure 











   
 
 57 
Chapter 2 Research methods 
2.1 Introduction 
This chapter provides a detailed account of the study design and the researcher’s 
rationale for using an embedded case study design approach to the study will be 
discussed. The underpinning philosophical position of critical realism and its 
relationship to the study’s methodology is included. A comprehensive account of the 
case study and its units of analysis are discussed to provide the reader with an 
understanding of the inclusion of the seven data sets. The rationale for utilising 
specific data collection methods and analysis strategies are examined and it is 
demonstrated how the use of these strategies ensures rigour and robustness in 
respect to the process of researching the case. The methods and sampling 
techniques are explicitly detailed. The researcher is using standards for reporting 
qualitative research (SRQR) (O’Brien, et al., 2014) and an adapted critique checklist 
for reporting a case study report (Hyett, Kenny & Dickson- Swift, 2014) to further 
apply consistency and rigour to the study and the development of the thesis. The 
rationale for the inclusions in this chapter is to ensure that the reader is provided with 
a clear explanation of the ontological position of the researcher and a clear 
explanation of all of the methods and analytical tools used in the study; and that it 
meets the requirements of the University of Derby thesis structure (Townend, 
Stoneley & Harling, 2015). 
 
2.2 An overview of the study 
Over recent years there has been a significant drive to ensure children and young 
people participate in decision-making and are sharing their views in all aspects of 
their lives wherever they can do so (UNCRC, 1989; Children Act 1989; CAMHS 
review, 2008). Since the Human Rights Act (1998) came into force, there has been a 
legal duty for organisations to ensure that they are fulfilling this requirement. The 
Gillick case (Gillick v Norfolk and Wisbech Health Authority, 1985) was a landmark 
case that changed the law in favour of those children under the age of 16 who could 
demonstrate competence and capacity to make decisions and consent for 
themselves. However, in providing this platform, it has further complicated clinical 
practice, specifically with regards to the role of parental responsibility when a child is 
deemed competent to consent for themselves, and secondly, the lack of clarity in the 
detail of translating this into practice. Gillick is clear about what the child needs to be 
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demonstrated to make an informed decision, but it is not explicit about what age 
range this covers, for example, could Gillick be used with regards a six-year-old? 
Such lack of clarity will lead to subjective and arbitrary ways of implementation, it is 
further dependent on the personal beliefs, knowledge and skills of the person 
seeking consent from the child.  
 
The researcher had experienced in clinical practice as a clinician and previously as a 
clinical manager, a lack of consistency in understanding of when a child can consent, 
when parental consent should take precedence, and difficulties in how to manage or 
negotiate the conflicts between competing agendas. The law is not explicit in guiding 
clinicians in facilitating and understanding the remit of consent within children’s 
healthcare, which further adds to the inconsistency and confusion. With children’s 
rights being a passion of the researcher, an outcome of this study was to offer some 
clarity, understanding and guidance to inform and empower children and clinicians in 
decision-making and consent processes in outpatient CAMHS. 
 
One significant factor in supporting children to make informed decisions will be the 
context and the gravity of the decision itself, this has been discussed in part in 
chapter 1.6.1.5. In the treatment episode of CAMHS, children could be involved in a 
variety of decision-making and consent processes. This will be varied and will be of 
different levels of gravity. Examples of the range of the decisions are: 
 
A) Which worksheet to use in an individual session  
B) The place and time of the appointment  
C) Which treatment options, including interventions, evidence-based therapies 
or medication 
D) The consideration of voluntary admission to hospital  
 
It is important to ensure that children do not feel burdened by making a decision. It is 
clinicians’ responsibility to ensure that the child is not disempowered by making a 
burdensome decision (Alderson & Montgomery, 1996). Further challenges are 
presented when there are differences between children’s and parents’ views, 
negotiating these difficulties is a key aspect of the decision-making and consent 
process (Cox, 2019a). 
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2.3 The research questions 
The research questions were developed from the researcher’s experience of working 
in CAMHS and in consideration of how best this area of practice could be understood 
with the contextual and competing factors. The research questions are, 
 
1) How do children aged 8-12 years want to be involved in decision-
making and consent processes in their own healthcare in CAMHS? 
2) When do children aged 8-12 years want to be involved in decision-
making and consent processes in their own healthcare in CAMHS? 
3) How do parents of children aged 8-12 years want their children to be 
involved in healthcare decision-making and consent processes in 
CAMHS? 
4) When do parents of children aged 8-12 years want their children to be 
involved in healthcare decision-making and consent processes in 
CAMHS? 
5) What documentation and resources are needed to support and 
evidence appropriate involvement in decision-making and consent 
processes from the perspectives of children, parents, and 
professionals? 
 
In answering these research questions, the researcher will inform the case of how to 
involve children in decision-making and consent processes. The questions facilitate 
the inquiry of the case and ensure that all perspectives are triangulated and 
considered (Thomas, 2013). With the researcher aligning to the Bronfenbrenner 
ecological theory, it is important to ensure all ecological systems are referenced 
throughout the study (Bronfenbrenner, 1979) (See figure 3). 
 
2.4  The aim of the study 
This study aims to examine the case of how children aged 8-12 years can be 
involved in decision-making and consent processes within outpatient CAMHS. A 
more detailed rationale and discussion about case study methodology can be read in 
section 2.6.1 of this chapter. In addressing the above research questions, the aim of 
the research was  
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To understand and inform the ‘case’ of how children aged 8-12 years can be 
involved in decision-making and consent processes in outpatient CAMHS. 
 
In achieving the aim, this required researching the case from as many perspectives 
as possible (Thomas, 2013 & Stake, 1995). This was informed from the researcher’s 
philosophical position of critical realism and with ‘consent’ being represented as a 
structure, and the researcher having a theoretical understanding of child 
development in consonance with Bronfenbrenner’s ecological theory (1979). These 
two theoretical concepts (critical realism theorem and Bronfenbrenner’s ecological 
systems) are used as the underpinning structure in focussing the research to achieve 
the aim. Figure 5 depicts the researcher’s understanding of a representation of the 
system network; figure 5 integrates critical realism (Bhaskar, 2014) and 





















Figure 5: The researcher’s conceptualisation of a system network diagram. Illustrating the use of retroduction, relations and interplay between the three core 
tenets- a) perspectives included in the case study design (Yin, 2014) and embedded data sets, b) the causal powers and mechanical effects on the events 
associated with the process in critical realist terms (Bhaskar, 2014), and c) Bronfenbrenner’s ecological theory (1979). 
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This study needed to include parents’ views; this is for several reasons. Firstly, in 
alignment with their rights and responsibilities as outlined in the Children Act (1989); 
secondly as the main care giver in the child’s life, parents are an important 
contributor to the appointments in CAMHS; in understanding and managing the 
parents’ expectations, children’s rights will be maximised. Thirdly, understanding how 
best to manage differences in opinion between the child and parent and how best to 
negotiate this area of practice. In understanding children’s and parents’ views to 
inform the ‘case’, this will help clarify positions, understand expectations and provide 
solutions in managing differences. The study intends to develop a theoretical 
underpinning and offer recommendations to support clinicians when working in this 
area of practice. The objectives of the study are defined as: 
• To ascertain the views of children in how they want to be involved in decision-
making and consent processes in CAMHS. 
• To ascertain the views of parents in how they want their children to be involved 
in decision-making and consent processes in CAMHS. 
• To develop recommendations that can inform clinical practice when involving 
children in decision-making and consent processes. 
• To develop recommendations that can inform clinical practice for the recording 
and documenting of decision-making and consent for children, parents and 
professionals. 
• To develop a theory that will inform recommendations for clinical practice 
frameworks for clinicians on how to involve children in decision-making and 
consent processes in outpatient CAMHS. 
 
2.5 Philosophical position 
The philosophical position of the researcher usually guides the research process and 
the method used. However, as the researcher is using a case study method design, 
there is not a posited philosophical orientation attached to this methodology. Some 
researchers would argue that the philosophical position should be established before 
the methodology is considered; however, others would argue that case study 
methodology offers flexibility across the ontological philosophical paradigms 
depending on the case that is being studied (Harrison et al., 2017 & Luck, Jackson & 
Usher, 2006). Luck, Jackson & Usher (2006) described case study research as the 
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‘bridge across paradigms’ describing the versatility that a case study design can 
offer. Depending on the case being studied, it will therein, inform the philosophical 
position of the researcher. The ‘case’ being studied is the process of how children 
aged 8-12 years can be involved in decision-making and consent in outpatient 
CAMHS. The case being examined has two fundamental components that determine 
the case can be studied from a critical realist perspective, these are that all children 
can be involved at some level of the decision-making process (Piaget, 1964; Erikson, 
1980; Gesell, 2008; Vygotsky, 1930 & Bronfenbrenner, 1979) and that CAMHS 
philosophy is based on involving and including children in their own care (CAMHS 
review, 2008; Department for Health & NHS England, 2015).  
 
In keeping with the flexible philosophical position in the case study approach, the 
researcher views the world through a critical realist philosophy. Critical realism is a 
post-positivist philosophy that has emerged as a result of the ‘paradigm wars’ 
between positivism and constructivism in the mid-1980’s (Denzin & Lincoln, 2018, 
p5). Roy Bhaskar is noted as one of the seminal fathers of critical realism, 
developing his theory on what he perceived as the inability of being able to 
understand phenomenon globally. Bhaskar (2014) demonstrated that ontologies 
developed before the 1990s were only able to determine knowledge from individually 
constructed worlds within the constructivist paradigm or from the phenomena 
developed from the laws of the natural and physical world. Bhaskar (2014) argued 
that there was no ability to consider the world through previous paradigms, 
describing the previous ontologies as limiting the researcher’s ability to view 
phenomena globally and in its entirety; subsequently, Bhaskar developed the 
philosophy of critical realism.  
 
Bhaskar (2014) describes critical realism as a meta ontology; in that, it offers a 
flexible and adaptable ontological reality for the phenomena that are being studied. 
Critical realism is not bounded by previous constraints imposed on ontological 
theories or beliefs; knowledge therefore, is constructed through the development of 
structures and the frequency of interaction or alignment toward those structures. An 
example of this might be, the structure of consent; the structure is developed through 
the law (Data Protection & General Data Protection Regulation (GDPR), European 
Parliament and Council of the European Union, 2016) and human action across 
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several service systems. The law regarding consent is upheld in one aspect by 
criminal and civil law and for those that do not abide by these laws can be 
prosecuted; on another, by the requirements service systems place on their internal 
processes to meet the legal requirements of gaining consent; thirdly by the 
processes that are implemented within the service systems, as in the act of gaining 
consent from a child. The structure of consent is upheld by the constant interaction 
and alignment to and from the structure; these would be, the processes of law, the 
services system, and the processes implemented. Bhaskar (2014) details that if 
interaction or alignment did not exist to and from the structure, then neither would the 
structure itself. Therefore, the structure only exists through interaction and alignment. 
If the law did not uphold the need for consent and service systems did not implement 
processes or make it a requirement for the internal processes to gain consent, then 
the structure of consent itself would not exist. This understanding of the world allows 
for structures to be created but also to become extinct. 
 
Bhaskar (2014) goes on further to discuss the importance of duality; this is neglected 
within previous ontological positions. The idea that wherever there is a phenomenon, 
there is also a negative opposite; not in the sense that it is negative, but in the sense 
of being absent. This absence is important to understand, as it offers the researcher 
to consider the absence of the phenomenon; there has to be both to complete the 
duality for the phenomena to exist. In the example of consent as a phenomenon, 
there has to be the absence of consent alongside the active interaction for the 
structure of consent to exist at all.  
 
In using critical realism meta ontology, the researcher can draw from all ontological 
paradigms in understanding how we know what we know. There is no fixed 
assumption that knowledge is known and understood from one perspective (Bhaskar, 
2014). It provides the researcher with the ability to shift their ontological 
understanding depending on the phenomena being studied. It is important to have 
the ability to move within the ontological frameworks to understand the different 
viewpoints of children, parents and clinicians. This will allow for the data sets and 
information collected throughout the study to be researched by the most appropriate 
method and use the most informed analysis techniques to prosper from the collected 
data. By adopting a critical realist approach, the researcher can be flexible and 
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creative in the choice of methodology, methods and analysis used. This strengthens 
the rigour and robustness of the research study, as opposed to using a ‘best fit’ 
approach, which is more apparent in a positivist or constructionist ontological and 
epistemological philosophy. 
 
Using the structure of consent, with its properties defined in and by law is 
generalisable across population and culture; it is rigid, fixed and objective. Whereas 
each personal experience, understanding and involving children in consent will be 
subjective; with children’s, parents’ and clinicians’ experiences being interpreted 
differently on each occasion. A constructivist or interpretivist ontology behold the 
uniqueness and individuality of people and their views; determining that every reality 
is different (Lee, 2012). Critical realism enables the researcher to hold both 
viewpoints simultaneously, unlike other ontological philosophies (Bhaskar, 2014). 
Without this flexibility, the researcher would be restricted to how the data could be 
elicited and analysed, which would have impacted on keeping the child’s voice 
central, which is an important aspect of the study. 
 
Some researchers assert that having replicable methods and findings linked to the 
transparency of the research, deem the research more trustworthy (Pratt, Kaplan & 
Whittington, 2019). Whilst a researcher could follow the same method of this study, 
the data collected through this study would not be the same. Critical realism ontology 
holds the belief that every human being has their own reality and experience 
(Bhaskar, 2014); as this study includes researching individual views, the research 
findings will not be replicable and generalisable. By undertaking a case study in 
another geographical area would provide the opportunity for the theoretical data to 
be compared and if it is apparent that there are similarities, then this can be 
generalisable (Rowley, 2002). Undertaking a comparative case study is in the 
researcher’s post-doctoral research strategy. 
 
If the researcher used a positivist approach, this would enable repeatability. This 
would involve deconstructing and separating all of the data into facts, in an attempt to 
depersonalise the data elicited from the participant; therefore, making the possibility 
of eliciting the same data more likely (Walliman, 2018). The researcher understands 
that positivism, an opposing methodology to interpretivism, subscribes to natural 
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laws and seeks to find regularities and rules to measure the social world through 
objective scientific methods and offers to predict outcome through deductive means 
(Charmaz, 2006). Emile Durkheim was a renowned theorist using a positivist 
methodology to view the social world; he posited that social facts should be 
considered as things and therefore quantifiable and could be viewed objectively 
(Durkhiem, 1897). Durkheim’s work, however, has been criticised for “neglecting the 
importance of an individual in society “(Gisbert, 1959, p.368) and positivist 
approaches have been criticised for neglecting human subjectivity (Reiners, 2012). 
The process of consent would be viewed as a ‘thing’ or ‘structure’ as conceptualised 
in critical realism ontology; which would be aligned to a positivist approach to; thus, 
illustrating how critical realism bridges across paradigms. The structure of consent, at 
its core, is unmoveable, however different influences to and from the structure impact 
its shape and form but are unable to change the core of the process. The researcher 
can align with a positivist philosophy concerning the core of the structure (of the 
consent process), as this will be fixed and could be identified as a social fact; 
however, the views about how the children and parents want to be involved with 
consent would be aligned to an interpretivist ontology. 
 
Examining individual experiences and views is the foundation for this study; an 
important part of informing the case was eliciting the experiences and views of 
children, parents and clinicians. Children’s (aged 8-12 years) experiences and views 
have not been examined previously in respect to their understanding or involvement 
in decision-making and consent processes in outpatient CAMHS. These experiences 
and views are considered the dynamic influential factors that can change aspects of 
the structure of consent as described above.  Figure 5 represents the researcher’s 
diagrammatic conceptualisation of the core structural influences of a system network 
that would be held within the critical realist ontology. As previously referred to, the 
core of the structure itself is static and fixed and therefore not attributable to the 
interpretivist ontology; although the influences to and from the process are not fixed 
and are dynamic. This further illustrates why a critical realist ontological position is 
necessary for the case that is being researched.  
 
Generally, interpretivist approaches would have fewer participants or documents 
within research studies and the focus of the researcher would be to immerse 
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themselves in the data, to elicit deep richness and narrative of the research focus 
(Murray & Lawrence, 2000; Silverman, 2013). This study necessitates a deep 
understanding of the lived experiences, opinions and views of all participants, whilst 
understanding the current legal obligations and current practice. Understanding how 
best to elicit the data is informed by the philosophical and epistemological position 
and subsequent research methods (Silverman, 2013). Strauss & Corbin (1998, p.11) 
advise that there is validity of the research dictating the philosophical and 
methodological positions, which is the occurrence in this study. 
 
Phenomenology is one methodology that sits under the interpretivist ontology. It bids 
to describe phenomena created through the lived experiences of individuals 
(McWilliam, 2010 cited in Bourgeault, Dingwall & De Vries, 2010, p.229-248). The 
process of phenomenological inquiry relates to identifying and interpreting 
phenomena and subsequent meaning (Parahoo, 1997). Husserl is widely considered 
the founding theorist of phenomenology. Husserl’s theory was a countermovement 
against positivism, introducing method and inquiry into the construct of phenomena 
developed out of experiences and subsequent attached meaning (Husserl, 1989). It 
is with this lens, that this study focuses on phenomena of personal meaning and 
experience. The case study needs to include interpretive and positivist 
methodological approaches to best understand the decision-making and consent 
process. The ability to bridge across the philosophical paradigms is necessary to 
properly inform the case (Luck, Jackson & Usher, 2006). The qualitative nature of this 
study means that the information has not been developed wholly through statistical 
procedures (Strauss & Corbin, 1998). However, this does not exempt the data 
collected from qualitative methodologies to be quantifiable (Strauss & Corbin, 1998). 
It offers a flexible and curious approach to capturing the rich data from the 
participants. Rich data is the collated qualitative data that unveils the intricacies and 
richness of the studied phenomenon and associations (Marx, 2018). 
 
Suggesting the relationship between transparency and replicability improves the 
quality of the research that has been refuted (Pratt, Kaplan & Whittington, 2019). In 
attempting to keep the replicability, there is a burden placed upon the researcher to 
conform to the structure of the research which subsequently reduces the freedom in 
the findings. In doing so, the quality of the research can be lacking. The quality in 
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case study research is the analytical generalisation as opposed to the statistical one. 
Being able to contribute to theoretical ideas and be able to compare previous ideas, 
replication in a case study approach can be achieved (Rowley, 2002). The 
researcher has specifically included a wide range of methods and analytical tools to 
elicit and hear children’s voices and be able to research all other perspectives 
informing the case. This will improve the quality of the findings. It is paramount to 
have the child’s voice central throughout the process; ensuring this, requires a 
flexible ontological approach to maximise the outcomes of the study. Critical realism 
and case study methodology enables researchers to be flexible in their ontological, 
epistemological and methodological choices; this enables the researcher to use a 
variety of methods within the research and is best suited to the question being asked. 
Therein, the researcher can use methods that align to positivist, constructivist, 
qualitative and quantitative methodologies; with the focus prioritised on eliciting and 
analysing the information in the most appropriate way to answer the ‘case’. 
 
The researcher understands the use of retroduction in critical realism ontology as the 
inquiry approach. Retroduction is described as a distinctive form of inference, which 
theorises that events are explained through identifying and hypothesising causal 
powers and mechanisms that can produce them (Hu, 2018, p.118-139). Retroduction 
is further described as ‘involving imagining a model of mechanism that, if it were real, 
would account for the phenomenon in question” (Bhaskar, 2014, p.79). The case 
study will identify the causal powers and mechanisms that produce and sustain the 
processes of decision-making and consent; therefore, the researcher will be using 
retroduction as opposed to induction or deduction. Bhaskar does recognise the use 
of abduction within the critical realist philosophy and suggests that it is “re-description 
or recontextualization….in terms of a causal mechanism or process that serves to 
define the state, condition or happening referred to (for example describing a death 
as a murder)” (p.79, ibid). Abduction in this study will be the recontextualising the 
causal mechanisms for decision-making and consent. Some of the higher-level 
causal mechanisms and causal powers such as the law, population and culture, 
organisation, service procedures, clinical procedures and personal experiences have 
been included in Figure 5. These will be further recontextualised through further 
understanding elicited from the study. 
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2.6     Methodological frameworks 
2.6.1 Case study design methodology 
The researcher has used a case study methodology as the framework for 
understanding the case of how to involve children aged 8-12 years in decision-
making and consent processes. Case studies are a helpful methodology to use when 
the research question asks ‘how’ or ‘why’ (Yin, 2014). Yin (2014, p.16-17) further 
offers a two-part case study definition; the first relating to the scope, which Yin 
defines as 
 
“…An empirical inquiry that 
• Investigates a contemporary phenomenon (the “case”) in depth and 
within its real-world context, especially when 
• The boundaries between the phenomenon and context may not be 
clearly evident”. 
 
The second part relates to characteristics that a case study contends in managing 
the collection of high levels of data from its data source; case studies depend on 
multiple evidence sources and the triangulation of this data will provide benefit for 
future data collection and analysis (Remenyi, 2012 & Yin, 2014). Simons (2009, 
p.20) states that a case study is defined by its depth of research on the single 
phenomenon that it is being studied. Simon’s (ibid) definition helps frame the 
phenomenon in this study of how can children be involved in decision-making and 
consent processes. Stake (2000) further appoints that a case study is more of a 
choice about what is going to be studied rather than a methodological choice, which 
is akin to the critical realist ontological philosophical position. The researcher wanted 
to study the ‘case’ of involving children in the decision-making and consent process 
and in doing so the methodology (and ontology), chose itself.  
 
The rationale for choosing this case study design was informed by Stake’s (1995) 
and Thomas’s (2016) definitions of the bounds of a case. Stake (1995) details the 
need for a unique case, with the bounds of the case explicit, as the case has to have 
specifics rather than generalities (p.2). Thomas (Ibid) discusses the importance of 
the analytical frame and how the focus must be specific and “extend beyond mere 
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description” (p.15). Where there are multiple sets of data that are researching a 
complex single phenomenon, a case study approach is an appropriate 
methodological choice (Stake, 1995; Yin, 2009; Yin, 2014; Harrison et al., 2017 & 
Denzin & Lincoln, 2018). Patton (2002) argues that the case study represents a 
process of analysis itself; meaning that the case that is being researched undergoes 
analysis through gathering the data progressively and systematically in order to 
understand the case. 
The researcher’s methodological choice was based upon the need to critically 
examine the process of decision-making and consent. The practice area did present 
as a problem that needed to be addressed and refined. Consideration was given to 
using an Action Research (AR) methodology. AR is a practitioner-led framework that 
involves stakeholders in researching areas of practice. This study utilised a semi-
structured questionnaire for clinicians and focus groups to elicit views and 
experiences of children and parents within CAMHS. AR was initially used within 
education but is now more widely used within healthcare and is viewed as a 
collaborative approach to problem-solving difficulties and benefiting emancipatory 
groups and effecting social change (Greenwood & Levins, 2007 & Fox, Martin & 
Green, 2007). AR’s philosophy of a continual cycle of research and refinement is 
paramount when developing areas of practice to keep up with policy development 
and social and cultural change (Lewin, 1946). This study had a finite boundary in 
which to be completed and so was not going to be a continual cycle of research. This 
study required a critical examination of how children can be involved in decision-
making and consent processes to properly understand the context of the study. AR 
does not provide the framework to critically examine phenomena as its focus is on 
practice change (Thomas, 2013).  The researcher needed to ensure that the 
methodological framework could include all the relevant information sources and the 
case study methodology provides this.  
 
In using a case study design, the researcher is able to capture several data sources 
and perspectives to analyse the case. The ability to capture several data sources is 
important to this study. Yin (2014) describes single and multiple case study designs. 
Further descriptions include Patton (2002) who described case studies as being 
‘nested’ or ‘layered’ when they have more than one data set embedded within the 
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case study. Stake (1995) described the nature of case studies as being intrinsic, 
instrumental and collective. Intrinsic is described as a case where the researcher has 
an interest in the case and there is a need to learn about the case because of a 
difficulty that is presenting itself. 
Instrumental cases are where the researcher is trying to understand a case and may 
become more insightful in the case. Stake (Ibid) describes a scenario about an 
intrinsic case study as a school that has to integrate a new marking system over the 
next year; understanding the case in more depth, may support a better 
understanding of how the marking system could be implemented (p.3). Finally Stake 
(1995) describes the collective case study as akin to multiple case study design as 
described by Yin (2014). Whilst there have been many descriptions offered for case 
study design (Merriam, 1988; Bassey, 1999; da Vaus, 2001; Mitchell, 2006 & Yin; 
2009); the researcher is using the single, embedded case study design as described 
by Yin (2014) and Stake’s (1995) intrinsic description for this study. The rationale is 
that the researcher is including several data sources (perspectives) to inform one 
case study.  
 
To fully explore and understand the process of decision-making and consent, the 
researcher considered what perspectives needed to be included in the study to 
critically examine this area of practice. The researcher utilised the ecological systems 
in Bronfenbrenner’s model (1979) to guide what needed to be included, see figure 5 
page 61. Once the perspectives had been identified, the researcher decided on the 
methods that were needed to elicit the relevant data from each perspective. The 
seven data sets were derived from this. This determined the minimum number of 
data sets that could be used to satisfy the case being fully examined and thus 
justified the inclusion of the seven data sets. 
 
The diagram in figure 5, conceptualises these different perspectives. It 
conceptualises the interplay in critical realist terms of the use of retroduction in the 
process as a structure and the causal and mechanical factors that maintain it. It 
further includes Bronfenbrenner’s ecological systems theory mapped to the study’s 
framework (Bronfenbrenner, 1979). The conceptualisation in figure 5 demonstrates 
the cross over in perspectives, relationships and interplay between the three core 
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structures of this study which are critical realism (Bhaskar, 2014), case study design 
(Yin, 2014) and Bronfenbrenner’s ecological theory (1979). In understanding the 
unifying relationships between these core structures, the researcher demonstrates 
rigour and robustness through the ontological, epistemological and methodological 
position taken.  Stake (1995) advocates that “multiple perspectives or views of the 
case need to be represented, but that there is no way to establish, beyond 
contention, the best view” (p.108); further demonstrating that the researcher’s choice 
of perspectives is valid in each instance. 
 
2.6.1.1 The embedded data sets  
The embedded data sources are described in brief below. The methods and 
analyses of each data source are discussed in detail later in this chapter. 
Data set i) Systematic literature review (the second systematic literature review in the 
thesis) 
This literature review established the factors that influence decision-making by 8-12-
year olds in CAMHS (Cox et al., 2016). The literature review was undertaken to 
ascertain how the literature supported children being involved in decision-making and 
consent processes. 
 
Data set ii) Patient clinical record evaluation 
The patient clinical record evaluation was undertaken to ascertain whether best 
practice and legal obligations were being adhered to in clinical practice in recording 
and documenting the involvement of children in decision-making and consent 
processes. The researcher developed a checklist of best practices and legal 
guidance on how to record and document the child’s involvement through the third 
systematic literature review in the thesis. The researcher evaluated 49 patient clinical 
records of children who had been assessed and treated in CAMHS (Cox, Brannigan 
& Harling, 2017). 
 
Data set iii) Semi-structured questionnaire to clinical staff 
The semi-structure questionnaire was developed and administered anonymously to 
clinical staff. It ascertained the clinicians’ current knowledge and understanding of 
involving children in decision-making and consent processes. Ten questions were 
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asked of clinicians about their practice in facilitating decision-making and consent 
and what further resources or training would help support them in this area of 
practice (Cox, Brannigan & Harling, 2017).  
 
Data set iv) Children’s focus group one 
This focus group included three children between the ages of 8 and 10 years and 
discussed their experiences and views about being involved in decision-making and 
consent processes in CAMHS.  
 
Data set v) Children’s focus group two 
This focus group included four children between the ages of 11 and 12 years and 
discussed their experiences and views about being involved in decision-making and 
consent processes in CAMHS.  
 
Data set vi) Parent focus group one 
This focus group included six parents who had children between the ages of 8 and 
10 years and discussed their experiences and views about their children being 
involved in decision-making and consent processes in CAMHS. This focus group 
included two sets of couples, and therefore the group represented four children who 
had been assessed and treated in CAMHS.  
 
Data set vii) Parent focus group two 
This focus group included three parents who had children between the ages of 11 
and 12 years and discussed their experiences and views about their children being 
involved in decision-making and consent processes in CAMHS. This focus group 
represented three children who had been assessed and treated within CAMHS.  
 
Figure 6 below, offers a diagrammatic representation of the embedded case study 










Figure 6: A diagrammatic representation of the case and the embedded data sets 
relative to their perspectives. 
 
The Case: 


















The different perspectives of decision-making and consent are a meaningful 
inclusion in this study to ensure that the process of consent is fully researched and 
properly understood. Perspectives include the current legal understanding of 
consent, the literature and most recent guidance on consent, current practice and the 
perspectives of the children and parents who have experienced CAMHS.  Patton 
(2002, p.448) asks researchers to remember this rule: “No matter what you are 
studying, always collect data on the lowest level of unit possible….”. In 
acknowledging this rule, the researcher has used a range of low-level data sources 
to inform the case in keeping with Thomas (2016) who advocates for ensuring that 
the widest range of data is sought to inform the case. The researcher has included all 
Data set vii 
Parents focus group 2 
Parents’ of older children perspectives 
Data set iv 
Children’s focus group 1 
Younger children’s perspectives 
Data set vi 
Parents focus group 1 
Parents’ of younger children 
perspectives 
Data set v 
Children’s focus group 2 
Older children’s perspectives 
Data set iii 




Data set ii 
Patient clinical record evaluation 
Current practice including legal and best 
practice requirements 
Data set i 
Systematic literature review 
The literary perspective and understanding 
of involving children 
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necessary perspectives to inform the case; these are considered the hypothetical 
causal and mechanical maintaining factors from critical realist theory; using 
retroduction and Bronfenbrenner’s (1979) theoretical ecological factors, see figure 5. 
 
2.6.1.2 Criticisms of case study design 
There have been several criticisms of case study methodology concerning the value, 
generalisability, the use of bias, and the challenges in developing theory. Flyvbjerg 
(2006, p.3-4) challenges these arguments well. Case study design is more frequently 
used in qualitative research offering a richness of depth and breadth of data, it has 
grown in its reputation to help understand complex phenomena within the social 
sciences (Harrison et al., 2017). With the development of internal quality standards, 
case study design has increasing rigour and robustness (Hyett, Kenny & Dickson- 
Swift, 2014). The researcher will take the approach of critically reporting on the 
seven data sets in line with the research process headings in this chapter. Where an 
element of the research process does not apply to a data set, the researcher will 
make this explicit in the discussion.  
 
2.6.1.3    Rigour and robustness of case study design. 
To ensure the rigour and robustness of case study design and reporting, the 
researcher is using an adapted critique checklist for reporting a case study report 
(Hyett, Kenny & Dickson- Swift, 2014). Hyett et al., (2014) developed an adapted 
critique checklist from a meta-analysis that has attempted to draw on all evidence 
that demonstrates robustness and rigour when using case study design. By the 
researcher demonstrating the adherence to this checklist, it will demonstrate the 





2.7 Ethical approval 
Ethical approval was not required for data set i as it was a literature review. Data sets 
ii and iii were undertaken as a service evaluation and therefore only required 
University of Derby ethical approval. Although data set ii was an audit of patient 
clinical records, due to the absence of a standard to reference the evaluation against, 
it was termed as an evaluation in line with the National Research Authority (NRA) 
guidelines (2013). Derbyshire Healthcare Foundation NHS Trust (DHCFT) where the 
researcher undertook the service evaluation did not require separate ethical approval 
and were satisfied with ethical approval being granted from the university. The ethical 
approval form for data sets ii and iii can be viewed in appendix B.  
Ethical approval was needed for data sets iv-vii, the focus groups. Ethical approval 
was sought from the University of Derby and NHS ethical approval committees, 
which was IRAS (Integrated Research Application System). A substantial 
amendment was needed to change the age range of the groups from 8-11 years to 
8-12; this was a result of the university research committee process advising that 
there needed to be an increase in the data collected to meet doctoral-level work. 
Originally the focus groups were to include one for children and one for parents 
covering the age range of 8-11 years. Increasing the age range, required the age 
groups to be separated into two groups for children and two for parents, reflecting 8-
10 years and 11 and 12 years.  A non-substantial amendment was needed due to an 
administration error and a second non-substantial amendment was required to 
amend the focus group scripts to include the use of resources to aid the conversation 
if needed. All relevant ethical approval forms can be viewed in appendix C.  
2.8 Informed consent 
Data sets i and ii did not require informed consent. Although data set ii was 
evaluating patient clinical records, it was deemed in line with a clinical audit. 
Therefore, it was not necessary to gain consent from the patients whose files were 
evaluated (NHS Health Research Authority, 2013). Data set iii, the semi-structured 
questionnaire and data sets iv-vii, the focus groups, did require informed consent. 
For the semi-structured questionnaire in data set iii, prospective participants were 
given information leaflets about the study and were offered a face to face discussion 
where requested. By the clinicians agreeing to complete the questionnaire and return 
it of their own free will, the researcher assumed their understanding and consent to 
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participate. For data sets iv-vii, informed consent to take part in the study was gained 
from all participants. All children and parent participants were deemed to have the 
capacity to consent to take part in the study. All potential participants were given 
written information about the study and were offered time to talk about the study both 
over the phone and face to face if they requested to do so, the information for 
informed consent can be viewed in appendix E. The assessment for the capacity to 
give informed consent was based on the criteria for the Mental Capacity Act (2005) 
framework for the parents and Gillick competency (Gillick v Norfolk and Wisbech 
Health Authority, 1985) for children. However, to document consent; despite the 
researcher feeling a personal and professional incongruence to the process, the 
parents of the child participants were asked to give consent for their child to 
participate; this was obtained in the absence of information concerning children 
consenting to participate in research (Driscoll, 2012). The systematic literature review 
(data set i) (the second systematic literature review) highlighted that clinicians default 
to parental consent when they are not clear about whether a child can make an 
informed decision (Bowers and Dubicka, 2010). The researcher made specific efforts 
in ensuring informed consent was duly and ethically sought from children about their 
participation and was not solely determined by their parents (Kreuger & Casey, 2000; 
Litosseliti, 2003 & Morgan et al., 2002). An example of the information leaflets and 
consent forms shared with participants can be viewed in appendix E. Further 
information about how informed consent was managed can be viewed in the 
University of Derby Ethical approval form in Appendix C1. 
 
2.9   Confidentiality and anonymity 
Data set i (the second systematic literature review) did not require any confidentiality 
or anonymity requirements. Data set ii (the patient clinical records evaluation) did 
ensure that all personal identifiable data was anonymised when recording the 
information from the patient clinical records on to the checklist. All data was 
anonymised except for the child’s age. All completed checklists were given a 
chronological code for analysis purposes.  
 
In data set iii (the semi-structured questionnaire) it was imperative to ensure that the 
clinical staff respondents had their anonymity maintained. The questionnaire was 
emailed out and received through a third party (a secretary in a business support 
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unit), this offered some reassurance; some general details were collected about the 
respondents’ previous experience and length of time working in CAMHS. The 
researcher ensured that respondents could type their answers onto the questionnaire 
and return it in a pre-addressed envelope; further ensuring that handwriting was not 
recognisable and offering the questionnaire to be posted through an internal mail 
process. This would maintain complete anonymity and the respondents’ name would 
not be known to the third party. Although it was previously agreed by the researcher 
and the third party that no names would be shared, offering a different mechanism 
for completing and returning the survey was helpful, as some staff chose to return 
their questionnaires in this way. 
 
Data sets iv-vii (the focus groups) were videoed and audio recorded for analysis 
purposes. The recorded videos were kept on a secure NHS drive, in an encrypted 
file, and on an NHS encrypted memory stick. The videos will be deleted on the 
achievement of the doctoral award. The encryption stick is stored in a safe in the 
researcher’s home and when being transported is in a locked bag, in accordance 
with NHS local policy. The protection of data described conforms to all available local 
and legal standards (McCreadie, 2014); H. M. Government (Data Protection Act, 
1988, section 33:1-5), 1988 & University of Derby, 2011). The European Science 
Foundation (2000, p.8, section 37) and the Wellcome Trust (2005, section 8) both 
suggest keeping data for a minimum of ten years. It should be noted that the focus 
groups took place in January 2017 and so GDPR was not yet implemented in the 
U.K. 
 
All personal identifiable information relating to the participants is stored separately to 
the recorded video files and is stored in a locked cabinet, in a locked room within the 
researcher’s home address. Once all of the consent forms were signed and the focus 
groups were completed; the consent forms and personally identifiable data was 
scanned onto the secure, encrypted memory stick and the originals destroyed in an 
effort to minimise any breach of confidentiality in keeping duplicate information 
(McCreadie, 2014; H. M. Government (Data Protection Act (1988, section 33:1-5), 




For data sets iv-vii, it was made explicit that the individual focus group discussion 
would remain private to the participants; it was requested that participants did not 
discuss specific details about the content of the focus group discussion outside of the 
group; it is important for the participants to understand the boundaries of 
confidentiality and the joint expectations within the focus group (Litosseliti, 2003). 
The expectation for the focus group participants was discussed with them in the 
initial research discussion with participants and parents where necessary; it was 
further detailed in the participant information sheets (see appendix E) and reiterated 
and in the focus group scripts (see appendix F). In the final report of the study, 
participants are anonymised by being given a research ID number (McCreadie, 
2014); Data Protection Act (1988, section 33:1-5) (H. M. Government, 1988 & 
University of Derby, 2011). The anonymisation process was discussed directly with 
participants and was further detailed in the consent form, in that anonymised direct 
quotes would be used in the final report and thesis. Further information about 
confidentiality and anonymity can be viewed in the University of Derby ethical 
approval application in appendix C. 
 
2.10 Protection of participants 
There were not any participants in data set i or ii (the second systematic literature 
review and the patient clinical record evaluation, which included the third systematic 
literature review). However, as data set ii did involve patient identifiable data, all due 
diligence was taken to ensure the protection of their information, see section 2.9. In 
data set iii, clinical staff participants were protected through the process of 
maintaining anonymity and confidentiality throughout the dissemination and 
collection of the semi-structured questionnaire. For the focus groups, data sets iv-vii, 
child participants were initially protected by excluding those children that scored 
within a clinically significant range of a validated outcome measure, the Revised 
Children’s Anxiety and Depression Scale (RCADS) (Chorpita et al., 2000), which is 
discussed further in section 2.15.3. A copy of the RCADS questionnaire can be 
viewed in appendix C5.1. 
 
It was requested by the NHS ethics committee that the researcher made provision 
within the study design to manage any disagreements regarding children being 
participants. A summary of the process of managing disagreements was included in 
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the patient information leaflets (see appendix E). The researcher included a more 
detailed process as to how disagreements would be managed in the ethics forms 
submitted to IRAS and the University of Derby. The literature relating to managing 
disagreements about participation in research is extremely sparse; however, there is 
some general practice guidance that support a consensus being made between the 
disputing parties (British Medical Association, 2010). All resolutions to disagreements 
involved utilising a mediation approach to collaboratively reach an identified 
compromise or common ground position. If necessary and helpful to the child and 
parent, an agreed management plan will be drawn up; visual contracts of this nature 
can be helpful when working with families to give clarity about the agreements made 
(Cox, 2019a). No disagreements emerged through the course of the study despite 
the provision being made (Westermann, et al., 2013). If parents overruled the child’s 
consent and demanded that they were not to participate in the study, the researcher 
ensured that there were other ways for children to share their views. This was offered 
through already established feedback systems such as suggestion boxes or positive 
trees or traffic light systems, as there is an importance that the child is not 
demoralised by the outcome of a parental decision or feels alienated from the 
process (Sisk et al., 2017).  
 
The primary concern in any disagreement would be the safety and welfare of the 
child. Had it been anticipated that a child was at an increased risk of harm, then the 
researcher would not have included the child in the study but would have continued 
to offer alternative feedback mechanisms. If any disagreement did become heated, 
then the discussion would have been verbally de-escalated to ensure both the child 
and the parents are calm. If there were further concerns that the child was potentially 
at risk at home due to the situation, then safeguarding procedures would have been 
implemented to ensure the safety of the child (Children Act, 1989/ 2004; Derbyshire 
Children’s Safeguarding Board (DSCB), 2018 & Driscoll, 2012). The researcher 
manages similar difficulties on a daily basis in the clinical environment and has 
excellent skills in ensuring calm and collaborative outcomes are reached before 
children and their families leave an appointment.  
 
The protection of participants during the focus group was a significant consideration. 
The researcher involved a moderator, which is deemed good practice on a number of 
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levels (Litosseliti, 2003; Kreuger & Casey, 2000; Carey & Asbury, 2012), see chapter 
2.15.7 for further information. The moderator assisted the researcher in monitoring 
the groups for increasing levels of distress and disclosures of sensitive information. 
The researcher and the moderator are qualified mental health professionals and both 
have a good understanding of the signs and symptoms of increasing levels of 
distress in children and adults. Where necessary the researcher and the moderator 
would use the following actions to alleviate any distress to participants 
 
i) Support other participants to join in more,  
ii) Move on to a new question 
iii) Take a refreshment break (Gibson, 2007). 
 
Ultimately if the above interventions were not sufficient to reduce the distress then 
the participant could leave the focus group and be supported by a mental health 
professional (Kreuger & Casey, 2000). Debriefing sessions were also offered after 
the groups for further support (Carey & Asbury, 2012; Gibson, 2007); however, 
neither of the aforementioned interventions were utilised by any of the focus group 
participants.  
 
All local and national safeguarding policies and procedures were adhered to 
throughout the study and all clauses regarding confidentiality were clearly explained 
in the introduction of each focus group as detailed in the focus group scripts (see 
appendix F) (Children Act, 1989/ 2004; Derbyshire Children’s Safeguarding Board 
(DSCB), 2018 & Driscoll, 2012). The process for managing these situations is clearly 
summarised on the participation information leaflets (see appendix E). Further 
information about the protection of participants can be viewed in the University of 
Derby ethical approval application in appendix C. 
 
2.11 Impact and challenges of the role as both practitioner and researcher       
The researcher was mindful of their role and their impact throughout the research 
study. Within data set i, although there was not any specifics relating to participants; 
the researcher needed to be mindful of their own bias in reviewing the literature; 
using a systematic approach in eliciting the literature helped to reduce bias as much 
as possible (Winchester & Salji, 2016). This was also the case in data set ii in the 
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evaluation of the patient clinical records. For the focus group data sets iv-vii, Barbour 
(2007) suggests that despite the best efforts of empowering children, the researcher 
always retains the most power (p.97). The use of focus groups for children is 
regarded as a positive method to assist in reducing the power imbalance from adult 
facilitated research involving child participants (Heary & Hennessy, 2002 & Morgan 
et al., 2002).  The researcher would always retain some level of power as the lead 
facilitator of the study; however, using an appropriate research method and using 
highly specialist skills (acquired through the researcher’s professional career) in 
effective verbal and non-verbal communication would help address some rebalance 
of power. The dual role of the researcher was a key consideration throughout the 
development, implementation, and evaluation of the study, a further discussion about 
the researcher’s reflexivity is discussed in the next section, 2.11.1. All methods used 
within the study have been employed in attempting to alleviate pressure on 
participants and bias from the researcher. For the focus groups, data sets iv-vii, this 
was in offering a safe and permissive environment to engage in, without the pressure 
of one on one interviews (Kreuger & Casey, 2000 & Litosseliti, 2003).  The 
researcher attended ongoing doctoral supervision, where time was allocated for 
reflection and management of potential difficulties in undertaking dual roles. 
 
Contractual responsibilities were adhered to and authorisations from CAMHS 
management and the Research and Development department were given for all 
embedded data sets. For data sets iv-vii, both the researcher and the moderator 
were employees of DHCFT CAMHS at the time the study was conducted, where the 
embedded data sets were completed. DHCFT policies and procedures were adhered 
to in undertaking this research. The researcher and the moderator worked regularly 
with children and parents in these domains.  
 
The researcher is mindful of how their dual role may be impacted by researcher bias. 
The researcher has a passion for maximising children’s rights and at times; the 
affinity for the participant group can impact researcher bias (Chenail, 2011). The 
researcher’s beliefs and values must be acknowledged; as humans, we will never be 
free from our own beliefs and assumptions, but having awareness and using 
reflexivity helps readdress the balance. Understanding how the researcher can 
change their position to benefit the study’s outcome is an important appreciation 
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(Berger, 2013). The researcher has attempted to mitigate some of the challenges this 
presents. This has been through the choice of methods and research tools used in 
the study and to reduce the probability of interference by keeping a research journal 
that includes reflections and supervision discussions. This helps filter and reflect on 
research findings, progress, and possible interference from the researcher’s beliefs 
and assumptions (Chenail, 2011).  
 
2.11.1 Reflexivity of the researcher 
It is important to understand how the researcher used their reflexivity to reduce the 
impact of having a dual role. Reflexivity in qualitative research is considered vital to 
ensure that every interaction in the researcher’s role in a study is considered, 
including the relationship of the researcher’s ontological understanding of the 
research, the methodology utilised, the process of the data collected, and the 
analytical and triangulation methods used (Ramani et al, 2018). As the different data 
sets required the researcher’s role to be different, being aware of their own 
positioning and associated impacts on the research being undertaken, required self-
awareness from the researcher.  
 
The researcher has provided examples of the use of reflexivity, in respect of their 
own values, beliefs, and assumptions for data sets i and ii, which is discussed in 
chapter 2.11. This required the researcher to be systematic in the eliciting of the 
data; not applying inference or assumption, in an attempt to keep an objective view 
of the data. The researcher took an outsider position and remained non-
discriminatory toward the data at the point of eliciting the data, this was to ensure 
inclusion of as much literature as possible within the parameters of except the 
inclusion and exclusion criteria. For data set iii, the semi-structured questionnaire 
asked of clinicians, the researcher needed to establish an outsider researcher role 
too; this was due to the boundaries that needed to be set between the researcher 
and the participants, due to the dual researcher and professional role as a clinical 
manager in the service (Thurairajah, 2019). The researcher established a boundary 
to be outside of the research process in the dissemination and collection of the semi-
structured questionnaires. This boundary provided anonymity for the participants in 
data set iii. With the researcher providing an outsider role in this way, this 
encouraged a higher response rate from the participants and reduced the level of 
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judgement the participants may have felt in a clinical manager asking them about 
their skills, knowledge, and experience.  
 
Conversely, for data sets iv-vii, the researcher had to take an insider role, as the 
researcher was facilitating the focus groups. The researcher in their professional role 
had met with some of the focus group participants before, therefore as a researcher, 
the boundaries of the role had to be established with the participants in the focus 
groups; this was to realign power and hierarchical differences as much as possible 
(Thurairajah, 2019). As focus groups are co-constructed between the researcher and 
the participants, there will always be an influence from the researcher (Carey & 
Asbury, 2012). The moderator role was purposely used to support the researcher in 
maintaining reflexivity. The moderator role contributed to this by supporting the 
researcher in focus groups through taking notes and memos and the reflective 
discussions after each focus group. This supported the researcher to reflect on 
occurrences in the focus group from an objective perspective (Krueger & Casey, 
2000). The moderator notes and discussions were integral to the analysis of the 
focus group data. The role of the moderator is discussed in more detail in 2.15.7. 
 
2.12 The research process for each specific data set 
This section will describe the process for each specific data set. Where a specific 
process was not required for a data set, it will have purposely been omitted from the 
discussion. 
 
2.12.1 Data set i: The systematic literature review 
2.12.1.1 Method 
The systematic literature review was undertaken using PRISMA (Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses) (Moher et al., 2009) principles in 
reporting. The search was undertaken in July 2014. The researcher used the 
following search strategy to elicit the relevant literature (table 3). The diagram below, 






           Data bases used 
PsychINFO, EBSCO, Science Direct, 
Science Full text and Web of scienc 
 
 
Figure 7: PRISMA Flow Diagram for search one 12/07/2014 



























Child* + legal* + decision-making 
Child*+ legal* + consent* 
Child*+ legal*+ capacity 
































Additional records identified through 
other sources 
(n =0) 
Records after duplicates removed 
(n = 523) 
Records screened 
(n = 523) 
Records excluded 
(n = 510) 
Full-text articles assessed for 
eligibility 
(n = 13) 
Full-text articles excluded, 
with reasons 
(n =  0) 
Studies included in the 
qualitative synthesis 
(n =13) 




Table 3: Search terms for data set i. The second systematic literature review. 
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A further search was undertaken in July 2020, using the same search terms and 
including any article between 2014 to 2020 to ensure that the search was up to date.  
 
Figure 8: PRISMA Flow Diagram for updated search for data set i, the second 
literature review 07/07/2020 






























































Additional records identified through 
other sources 
(n =0) 
Records after duplicates removed 
(n = 1479) 
Records screened 
(n = 1479) 
Records excluded 
(n = 1439) 
Full-text articles assessed for 
eligibility 
(n = 30) 
Full-text articles excluded, 
with reasons 
(n = 12) 
Studies included in the 
qualitative synthesis 
(n =12) 






2.12.1.2    Inclusion and exclusion criteria 
The researcher had exclusion criteria set to exclude articles from before 2004 (within 
the last 10 years of the search date). These exclusion criteria were set as the 
researcher wanted to include recent literature that was current in this field of practice. 
Any relevant statute law that preceded 2004 would still be highlighted through the 
search parameters.  The search strategy produced 523 and 1571 articles 
respectively within the two searches. All articles were scrutinised through their title, 
abstract, and conclusion and were included or excluded depending on their 
relevance to the review question (Queen Margaret University, 2014). The processing 
of the literature resulted in 13 articles for search one (Cox et al., 2016) and 12 
articles for search two.  Each of these final 25 articles was read in its entirety and an 
adapted version of the constant comparative method was used to extract the themes 
from each document (Thomas, 2013, p235-239).  
 
2.12.1.3    Data collection 
Once the articles had been identified, a journal article review form (Jones, 2007, 
p.44) was used to elicit the information from each article chronologically and 
systematically.   
 
2.12.1.4    Rigour 
The rigour of the systematic review was established and maintained through the use 
















The completed journal article review forms assisted in eliciting the themes and 
relationships of the articles. The themes and the relationships were then categorised 
into six main areas for discussion, which were, 
1) Consent, competence, and capacity 
 2) Best interest 
 3) Communication 
4) Risks and conflicts 
5) The legal framework 
6) Parental role 
7) The role of the clinician 
 
The role of the clinician was a significant finding in both of the searches. It has been 
included as a distinct theme in the updated search. This was in keeping with the 
research questions and aim, which were determined after the original search was 
completed. The second systematic literature search and its review were published 
(Cox et al., 2016). It was important for the researcher to update the review and 
ensure that the literature informing the case was current. The findings of data set i 
include the articles from the original and updated search. The findings are detailed in 
chapter 3. 
 
2.13    Data set ii: The patient clinical record evaluation. 
2.13.1   Method 
The patient clinical record evaluation was not considered an audit, as there was not a 
developed audit tool to compare the evaluation to; however, the process was the 
same (National Research Authority, 2013). The researcher had to establish the legal 
and best practice with regards to recording and documenting consent before 
undertaking the evaluation. The researcher undertook a further systematic literature 
review, this was the third systematic literature review of the thesis. In using variants 
of the search terms consent*, child*, document* and record* to generate the data; 
this search was completed on 4th April 2015. Further searches were conducted 
within the DHCFT intranet to include local policies and procedures. The researcher 
contacted neighbouring NHS Trusts legal departments and independent legal 
advisors to ascertain their knowledge of policies and procedures used locally. 
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Independent children’s agencies including the Children’s Commissioner and Children 
and Family Court Advisory Support Services (CAFCASS) were also contacted.  This 
resulted in 15 pieces of literature being included in the review. Once the review had 
been completed a checklist of 21 items was developed to evaluate the clinical patient 
records which can be viewed in appendix G.  
 
2.13.2    Sampling 
All patient clinical records of children aged between 8-12 years that were open to 
DHCFT CAMHS between the 12th and 16th June 2015 were evaluated.  
 
2.13.3    Inclusion and exclusion criteria 
All children open to DHCFT CAMHS at the time of the review were included in the 
evaluation.  The inclusion criteria were those children that had one or more 
appointments with CAMHS. Those children that were waiting for their initial 
assessment were not included in the evaluation. 
 
2.13.4    Data Collection 
The data was collected through manually trawling paper and electronic patient 
clinical records. Each record was evaluated against a developed checklist (see 
appendix G). The evaluation reviewed 56 patient clinical records, however, seven of 
the clinical patient records didn’t have any recorded data, therefore 49 clinical patient 
records were included for analysis purposes. The data was inputted onto an excel 
spreadsheet so that the researcher could have a full view of all of the data collected 
and establish similarities and themes more easily. In figure 9 below, it shows a 
screenshot of the excel spreadsheet. There were many verbatim quotes elicited from 
















The checklists were reviewed through simplistic quantitative methods. This involved 
the researcher developing simple graphs and percentages to display the data. The 
narrative data collected was analysed through drawing themes across the age 
ranges and subject areas. The importance of analysing the data was to ensure that it 




There are two distinct phases to data set ii, the first being the systematic literature 
review, the third systematic literature review of the thesis, which informed the 
development of the checklist. This systematic literature review also used the 
PRISMA peer-reviewed reporting checklist (Liberati et al., 2009) to ensure rigour and 
robustness in developing the search parameters and conducting the search. The 
second phase was the evaluation of the patient clinical records using the developed 
checklist. This was undertaken over a four-day period in June 2015, this ensured that 
the systematic and chronological approach to the evaluation was consistent, as it 
was undertaken over a short but sustained period of time. All paper and electronic 
records were included in the evaluation (O’Brien, et al., 2014; Hyett, Kenny & 
Dickson- Swift, 2014). This embedded data set, alongside data set iii, was published 
(Cox, Brannigan & Harling, 2017). 
 
2.14   Data set iii: The semi-structured questionnaire 
2.14.1    Method 
The semi-structured questionnaire was developed to ascertain the clinicians’ 
understanding of how they involved children in decision-making and consent 
processes. This method was chosen as it allowed for anonymity when capturing 
responses from colleagues with whom the researcher worked (see chapter 2.11 for 
more information). The researcher’s role at the time may have inhibited responses 
(DeLillo et al., 2006). It was important that the clinical staff did not feel personally 
judged about their knowledge or skills in this area of practice. The questionnaire was 
short to enable clinical staff to complete it quickly. Questionnaires are helpful to elicit 




2.14.2   Question development 
The questions in the semi-structured questionnaire were developed from the findings 
of the data set i and ii. The questionnaire had ten questions in total and sought 
responses about the clinicians’ knowledge of consent and capacity; the experience of 
facilitating consent with 8-12-year-olds and what training needs they may have in this 
area of practice (Fylan, 2005).  
 
2.14.3   Participant recruitment 
Staff were recruited to the semi-structured questionnaire through a whole service 
email. On the front page of the questionnaire, it detailed the rationale for 
disseminating the questionnaire and the boundaries of which the data would be used 
(see appendix D). 
 
2.14.4   Inclusion and exclusion criteria 
All staff working in clinical roles in DHCFT CAMHS were invited to complete the 
questionnaire. 
 
2.14.5    Data collection 
The questionnaire was disseminated and collated through a third party; respondents 
could either reply through email or using a self-addressed envelope. The third party 
ensured all information remained anonymous to the researcher. The third party 
printed off any responses that came via email, so as not to include any personal 
details of the respondents; and the responses returned in self-addressed envelopes 
were handed to the researcher by the third party. 
 
2.14.6     Analysis 
The responses to the questionnaires were collated and the answers to each question 
considered individually. Where possible, with answers that included a more open 
response, commonality of themes were drawn together (Male, 2016). This was the 
most effective way to make sense of the data collected. For some questions, the 
researcher was able to develop some simple quantitative data. The findings from the 





2.14.7      Rigour 
To determine rigour for semi-structured questionnaires, Rickards, Magee & Artino 
(2012) suggest undertaking a literature review to ascertain there is not a 
questionnaire already developed is an important first step. The researcher completed 
this search, however, it was unsuccessful in finding an established questionnaire. 
There was a focus to ensure that the questionnaire was the best method to extract 
the data and in doing so aided its reliability and validity as it was the most 
appropriate choice for eliciting the data in this instance (Burns et al., 2008 & Sullivan, 
2011). Reliability is embedded in the ability to replicate the questionnaire (Rickards et 
al., 2012 & Beauchamp & Perrone, 2016). Every attempt was made to ensure this 
questionnaire was researched and disseminated throughout a rigorous research 
process. 
 
2.15.     Data sets iv-vii: The focus groups 
2.15.1   Method 
Focus groups offer a platform for an interactive process; participants can be 
encouraged and supported by each other to join in the discussion (Litosseliti, 2003). 
Individual interviews could have been an alternative method to using focus groups; 
however, these can feel intimidating for such young participants (Groundwater-Smith, 
Dockett & Bottrell, 2015). The answers young children may give the researcher in an 
individual interview may be impacted by the process itself, in that they would be very 
linear responses (Kirk, 2006). Individual interviews can inhibit the creativity and 
spontaneity of discussion; having an environment that is ‘comfortable’ and 
‘permissive’ for children to discuss their experiences together, and develop shared 
meaning, was an important structural factor of the study (Kreuger & Casey, 2000 p.9 
and Litosseliti, 2003).  
 
A focus group method posits itself within a qualitative framework (Parahoo, 1997). A 
focus group can be helpful in researching peoples’ experiences and ideas around 
specific topics and capturing the narrative of the experiences (Thomas, 2013). These 
data sets were not seeking to find quantifiable answers about how we can involve 
children but wanted children’s and parents’ voices and narratives to develop the 
foundation of the theoretical concepts. This would include how services can better 
involve children in decision-making and consent processes. Focus groups are an 
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excellent method to utilise to elicit personal beliefs and experiences (Morrison-
Beedy, Cŏté Arsenault & Fischbeck Feinstein, 2001). 
 
2.15.2   Recruitment 
Participants were recruited through two routes, the first being through flyers 
displayed on all CAMHS waiting room walls (see appendix C.6), and the second 
route was through the researcher directly asking the care coordinators who were 
working with the children. IRAS had requested that where there was a care 
coordinator attached to a prospective participant and their family, that the care 
coordinator should be the person that discusses the study information with them. 
Care coordinators were given in-depth information about the study by the researcher. 
The researcher attended every team meeting in community outpatient CAMHS 
teams to discuss the process and requirements of the study and how to recruit 
participants.  
 
Letters of invitation (see appendix E.4) and participation information sheets (See 
appendices E.2 & E.3) were readily available in clearly labelled research packs left at 
each CAMHS reception across the four bases in DHCFT CAMHS. This enabled 
potential participants to collect their own packs if they wanted to (as instructed to do 
so on the flyer) and also enabled clinicians to have easy access to the research 
packs for when they were seeing their own patients/ potential participants. 
 
Recruiting participants in this way was a slow process. Therefore, the researcher had 
to consider other ways to recruit participants. The researcher methodically identified 
all children and families that were currently receiving a service from CAMHS through 
the electronic patient records data collection system. All children that potentially fitted 
the inclusion criteria were further highlighted and crossed referenced with their care 
coordinator. The researcher requested all potential participants were to be contacted 
by the care coordinator and letters of invitation and participation information sheets 
offered to the children and families. Where necessary, the researcher encouraged 
the care coordinator to discuss the study with the patient, the researcher would 
contact and remind each clinician directly before each appointment and request that 
they discuss the study with the patient/ prospective participant. This process helped 
to recruit more participants but overall, the number of participants needed for the 
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focus groups was still low. Therefore, children and parents that had an experience of 
a treatment appointment in CAMHS, but had been discharged in the preceding year 
was contacted. 
 
Contacting those children and families that had been discharged in the last year, 
resulted in a total of 27 potential participants agreeing to be sent further information. 
When contacting the participants, preferences around dates and times of suitability 
for the focus groups were ascertained. All study information was disseminated and 
collected. The geography of where the potential participants lived was considered 
with regards to which of the CAMHS bases would be located most centrally for 
holding the focus groups. The potential participants had advised of their preferred 
days to participate in a focus group. Most opted for over a school holiday period. 
Once all preferred dates were offered, it was clear that one date suited the majority, 
the focus groups were to be completed on Tuesday 3rd January 2017. The 
researcher concurrently collected completed RCADS (Revised Child Anxiety and 
Depression Scales) where possible from the potential child participants (see chapter 
2.15.3). Whilst many potential participants verbally agreed to attend, there were 
some that could not make the agreed date and therefore some participants dropped 
out at this point. It was considered whether another focus group should be arranged 
for the dates that these participants could make, however, there would not have been 
enough participants to make a further group viable. These participants were asked to 
contribute their views and opinions through the established feedback systems 
mentioned previously (chapter 2.10), so all views can be included and acted upon. 
Gibson (2007) and Carey & Asbury (2012) denote that larger groups can inhibit some 
participants in engaging and generate difficulties in managing the conversation. 
However, having a too smaller group can also be challenging; in that, the process 
can become more of a group interview than a focus group (Heary & Hennessy, 
2002). The size of the focus groups was a key consideration in setting up the groups. 
 
2.15.3   Inclusion and exclusion criteria 
Inclusion and exclusion criteria were defined to ensure that the recruited children and 
parents of children were within the correct age range. It was important to ensure that 
respective participants had at least one treatment session in CAMHS where there 
would have been decision-making and consent processes taking place. The ethical 
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consideration of beneficence was important to the researcher in defining the 
inclusion criteria (Beauchamp and Childress, 1983).  
 
Participants would only be recruited if: 
1) Children are aged, or parents have children aged, between 8 and 12 years. 
2) They have been/ or are accepted into CAMHS following an assessment 
appointment, and have seen at least one professional with or without their 
parents in a treatment appointment within the last 12 months. 
3) The child and /or parent want to participate in the focus group. 
4) The child has undertaken the Revised Child Anxiety and Depression Scale 
(RCADS) (Chorpita, et al., 2000) and has indicated they fall below the 
clinically significant range (Appendix C.5 has information regarding RCADS).  
5) Parent participants with significant mental health difficulties will be excluded.  
 
The RCADS is a frequently used outcome measure in CAMHS that all children aged 
8 years and over (unless refused) will have completed as part of their assessment in 
CAMHS (Child Outcomes Research Consortium (CORC), 2020). In the study only 
accepting children who fell below the clinically significant range of the RCADS 
(Chorpita et al, 2000) proved to be a significant challenge. Although the use of the 
RCADS cut off was used in an effort to protect children from any further incidence of 
stress in participating in the study and in keeping with beneficence (Beauchamp and 
Childress, 1983); it did exclude many children that may have been able to participate. 
When considering the referral criteria to CAMHS; children need to be presenting with 
significant mental health difficulties for them to be accepted. Therefore, unless they 
have been through treatment or are nearing the end of their treatment, it is highly likely 
that most children would meet the clinically significant range within the RCADS 
scoring. Although a robust ethical framework had been maintained, this was potentially 
at the cost of not hearing the voices of some children. The question is where 
beneficence is best held; is this in empowering children to take part in the focus group 
or is it through attempting to protect children’s mental health and not participating in 
the study? In hindsight, the researcher considered beneficence as a protective action 
rather than an enabling one; the researcher has learned, through this irony of 
maximising beneficence and minimising maleficence, that it had prevented some 
children’s voices from being heard. It is important to assert beneficence but not to the 
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detriment of an “equal or stronger principle” (Munyaradzi, 2012, p.1). Many children 
participate in their sessions at CAMHS when presenting with significant mental health 
difficulties and most children that are being supported by CAMHS are likely to be in 
the clinically significant range of the RCADS (Chorpita et al., 2000). There is an 
importance for the researcher to consider beneficence in all its aspects and not just a 
protective one. 
 
2.15.4   Data Collection 
Data collection from these data sets was undertaken through several processes. 
These were 
 1) The focus groups were videoed, and audio recorded. 
2) The moderator of the focus group took notes and memos throughout each 
focus group (Carey & Astbury, 2012). 
3) The moderator and the researcher discussed the experience of each focus 
group after its completion, this included reviewing the moderator’s notes and 
memos (Kreuger & Casey, 2000). 
4) The researcher transcribed the four focus groups, using the audio and 
video recordings to capture all of the information. The researcher noted any 
incidents of interest, such as emotional responses to any questions or 
responses from other focus group members including body language and 
behaviours (Litosseliti, 2003).  
5) The data was then analysed using the constant comparative method 
(Strauss & Corbin, 1998). The detail of this process is discussed in section 
2.15.10. 
 
2.15.5 The focus groups scripts 
The focus groups scripts are a helpful aid for using in the groups. The scripts were 
developed with a set of questions and sub-questions (Carey & Asbury, 2012; 
Kreuger & Casey, 2000 & Litosseliti, 2003). Focus group scripts should include a 
plan of any visual aids that are going to be used in conjunction with a question 
(Carey & Asbury, 2012). Questions were developed by being to the point, open-
ended, clear, easy to say, as would be used in conversation (Kreuger & Casey, 
2000). Essential information about confidentiality and maintaining every participant’s 
safety and well-being within the group were detailed at the beginning of every script 
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(Morrison-Beedy, Cŏté- Arsenault & Fischbeck Feinstein, 2001). A copy of the focus 
group scripts can be seen in appendix F. The focus group script questions were 
developed from the findings in data sets i, ii, and iii. There was a need to establish a 
collective understanding for each focus group for the words consent, involvement, 
and care. By gaining a collective understanding of the words, would inform the 
following discussion within the focus groups. The questions were designed to elicit 
information in respect of the research questions and research aim (See chapter 2.3 
and 2.4 respectively), demonstrating that the researcher carefully selected and 
predetermined the question sequence (Litosseliti, 2003; Kreuger & Casey, 2000). 
 
2.15.6    How the focus groups were conducted 
The focus groups were undertaken in chronological age order, the morning consisted 
of the younger children’s focus groups and then the parents’ focus group after. The 
afternoon held the older children’s and parents’ focus groups. By holding the focus 
groups in this way, it enabled parents and children to attend together. The researcher 
had a CAMHS qualified youth worker facilitating a small activity group for children 
who were waiting for their parents who were participating in the focus groups. Some 
participants, who had agreed to attend, did not attend. One young person had not 
previously completed the RCADS, scored over the clinically significant range and so 
could not be included. This reduced numbers in each focus group. Below, in figure 
10, is a visual representation of the numbers that participated in each focus group. 
Throughout the focus groups, provisions of pens, paper, flip charts, and specially 
created resources were made available, to help the children and parents articulate 
themselves better, should they have wished to use them. A sample of these can be 














Whilst it was helpful to the participants and their families to only make one visit to 
participate in the focus groups; it was very busy for the researcher and the 
moderator. This gave little time for deep reflection after each group. In the time that 
was available, each group was reviewed to capture the immediacy and key incidents 
that had been noted in the observations of the moderator and the researcher (Carey 
& Asbury, 2012 & Kreuger & Casey, 2000). Once the groups were completed, a 
further review of the video recordings was completed to capture further reflections 
about the groups. The researcher considered some of the strengths and challenges 
in undertaking focus groups in this way. Had the groups been conducted on separate 
days, it is likely more time would have been given to review the groups and 
recordings. However, it is arguable that the limited reflection time given between 
conducting each focus group, helped the researcher and moderator to be focused 
and maintain fluidity (Kreuger & Casey, 2000). Charmaz (2006) would assert that this 
helps in ensuring rigour and consistency. It was important that all focus groups were 
conducted as intended and there was no deviation from the planning; this enhanced 
robustness of the study (Carey & Asbury, 2012). 
2.15.7.   The use of a moderator 
The use of moderators is highlighted as good practice (Litosseliti, 2003; Kreuger & 
Casey, 2000; Carey & Asbury, 2012), in that the moderator can attend to the 
immediacy and intricacies of the focus group dynamics and interactions, whilst the 
researcher can concentrate on asking the questions (Kreuger & Casey, 2000). All four 
groups were conducted by the researcher and the moderator. The moderator was a 
very experienced CAMHS clinician who had previous training in research methods and 
Focus group 1 
(3 participants) 
Children aged 8, 9, and 10 years (school 
years 4, 5, and 6) 
Focus group 3 
(6 Participants) 
Parents who have children aged 8, 9, and 
10 years (school years 4, 5, & 6) 
Focus group 2  
(4 participants) 
Children aged 11 and 12 years (school years 
7 & 8) 
Focus group 4 
(3 participants) 
Parents who have children aged 11 and 12 
years (school years 7 & 8) 
 
Figure 10: Diagrammatic representation of the focus groups. 
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methodologies which is a key skill a moderator should have according to Kreuger & 
Casey (2000). The researcher felt it important that the moderator had a good 
understanding of CAMHS. The moderator had empathy for the participants through 
being a clinician themselves, which Kreuger & Casey (2000) & Litosseliti (2003) would 
suggest positively influences the quality of the focus group. It was the moderator’s 
responsibility to take ‘field’ notes and concentrate on the non-verbal communication of 
those participants when they were not talking (Carey & Asbury, 2012; Litosseliti, 2003).  
 
2.15.8   Memos and notes 
Taking memos and field notes is considered an important part of the process to 
capture details that may not be so obvious when reviewing the recordings (Kreuger & 
Casey, 2000); Charmaz (2006) perceives memo writing as the key step that links 
data collection with the development and writing of theory. Memo and note-taking are 
also key aspects of the constant comparative method, which originated in grounded 
theory methodology. The constant comparative method analysis is being used more 
frequently outside grounded theory and in phenomenological research, which is the 
case in this instance (Glaser, 1965; Boeije, 2002 & Fram, 2013).  Memo writing in the 
constant comparative method is similar to those notes that are captured within the 
focus groups, in that they are free-flowing and spontaneous, and inform future 
research (Strauss & Corbin, 1998). The memos within the constant comparative 
method are usually longer and offer a more global view of the incident being 
discussed; these are weaved into diagrams to support developing theory (Strauss & 
Corbin, 1998, p. 218; Charmaz, 2006). (See appendix H for an example of the 
moderation notes) 
 
2.15.9    Transcription 
The transcription of each of the focus groups was a long and arduous process that 
needs significant effort in ensuring that the exact words are transcribed (Litosseliti, 
2003). Noticeably, it is very easy to add words that have not been said without 
realising. With the importance of ensuring that this does not happen and that the 
transcript is a true representation of what was actually said, the researcher reviewed 
each transcript numerous times to ensure that what words had been said, were 
represented in the transcripts. Despite there being three recording devices, two video 
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recorders, and one audio recorder, it was still very difficult to decipher who and what 
is being said at times due to interference noise, people talking over each other, or 
people talking too quietly. Kreuger & Casey (2000) advise that preparing for difficulties 
in transcribing and considering how they are going to be overcome, helps prepare the 
researcher well.  
For the transcription, each participant was given a unique code, for children these 
are coded with a ‘C’, and for adults an ‘A’ which are followed by a number. There are 
‘C’ codes that refer to children that are not participants, these are children that the 
adult participants refer to but were not participants. These codes were used to 
maintain confidentiality and anonymity. In child focus group one, data set iv [8-10 
years olds], the participant codes include C1-C3 [n=3], in child focus group two, data 
set v [11 and 12-year olds] the participant codes include C5- C8 [n=4]. C4 and C9 
were references to children of parent participants in the focus groups but were not 
participants in the child focus groups. The parent focus group one, data set vi [8-10-
year-olds] included participant codes A1-A6 [n=6] and parent focus group two, data 
set vii [11 and 12-year-olds] included participant codes A7-A9 [n=3]. LR in the 
transcripts represents the lead researcher and the author of this thesis. Below, in 
figure 11, is an excerpt from the transcript of focus group one, children aged 8-10 

















Figure 11: An excerpt of the transcription from data set iv. 
LR: Yes you have all been seeing different people haven’t you 
C1 & C3: Yeah 
LR: Yeah, so you think your mum and the CAMHS worker would be about 
here, about 50% then C1 [pointing to the gauge] 
C1: [Herhum] [didn’t look up to confirm] 
LR: And have either of you been in with a consultant or a doctor? 
C1: Yes [puts hand up] Dr K [gives name of doctor] 
LR: Okay 
C1: To do with me taking a tablet 
LR: Okay, in where, in that appointment, who made most of the decisions 
there? 
C1: Him 
LR: The doctor did? 
C1: Yeah, so, he checks my height, my height, [errm] weight because that 
keeps dropping, because, I don’t, I am not eating, as much as I used to 
LR: Okay 
C2: My mum says I have put on weight when I haven’t 
C1: I just wear extra clothes 
LR: Okay 
LR: So worry makes you not eat as much 
C3: Yeah 
C3: Well I get nervous and I struggle to eat, so when I was little, well, well, 
when I was younger, I used to get nervous and there was a period where I 
had to go to the doctor quite a lot to get weighed and he would see what I was 
putting on. 
 
2.15.10    Analysis 
There is a range of qualitative and analytical methods that can be used when 
analysing text which include thematic analyses (Breen, 2006), adapted interpretative 
phenomenological analysis (IPA) (Tomkins and Eatough, 2010), Knodel’s (cited in 
Morgan, 1993, p.35-50) ‘grid’ approach which systematically organises the data and 
computer software generated analysis programs such as NVivo (QSR international, 
2018) and Raven’s eye (2018). The researcher has utilised Glaser and Strauss’s 
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(1967) constant comparative method (CCM) for its methodical and consistent 
approach. CCM utilises the words within the transcript to develop codes, categories, 
and then theories. IPA and thematic analysis draw themes from meaning, which may 
lose individual words through developing the themes (Hancock, Ockleford & 
Windridge, 2009). It is important for this study that the child’s voice is brought 
through the analysis, keeping it central to the findings. The researcher did not want to 
use computer software to generate theory or themes, as it was felt by the researcher 
that this would reduce the authenticity and would exclude the researcher from being 
completely submerged in the data and being entirely responsible for all aspects of 
the study. By the researcher using CCM and undertaking the process entirely 
themselves, this strengthened the researcher’s research skills and permitted 
complete submergence in the data. 
 
To make the analyses easier, the transcripts were formatted in tabular form. The 
tables included each participant and included all relevant content from the 
transcripts. Content not related to the focus group questions was not included in this 
table, an example of data which wasn’t included is, the children in data set iv, had a 
conversation about President Trump (President of the United States of America at 
the time the study was conducted) building a wall across the Mexican border. Whilst 
this wasn’t relevant to the research questions and therefore not included in the 
tabular form of data; it is important to note that children under the age of 11 years 
had an understanding of world politics, demonstrating understanding outside of their 
own egocentric environments, contrary to some of the theoretical child development 
discussion in chapter 1.3. The researcher made supplementary field notes and 
memos to the data in the tabular format indicated by the black ink; this can be viewed 
in table 4 below. Each participant was allocated an individual coloured ink which was 
used throughout the transcription and the analyses, this enabled the researcher to 
identify participants and relationships to incidents of codes and categories more 




Table 4: An example of the tabular transcription from data set iv and v.
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2.5.10.1   The constant comparative method 
The constant comparative method is taken from Grounded Theory, which is an 
inductive, systematic process of coding data from texts (Glaser and Strauss, 1967) 
but as previously alluded to, the analytical process is being used outside of a 
grounded theory methodology (Glaser, 1965; Boeije, 2002; Fram, 2013). It is being 
increasingly utilised within the interpretivist paradigm and is proving to be a useful 
tool in analysing interview and focus group data (Boeije, 2002 & Goulding, 2005). 
One of the strengths of using the constant comparative method is that it “places 
language at the nucleus” (LaRossa, 2005); which is imperative in this study. Using 
this coding method, reduces the interference of interpretation of adult knowledge 
structures throughout the analysis and keeps the child’s language central (see 
chapter 1.4).  
 
The constant comparative method is an analytical process that uses coding through 
a four-stage process. It is resourced heavily on time and consistency but ensures 
rigour and robustness of the data analysis (Glaser & Strauss, 1967; Strauss & 
Corbin, 1998 & Charmaz, 2006). The constant comparative method is described by 
Strauss & Corbin (1998) to have three main processes; open coding, axial coding, 
and coding for process; the final fourth stage of the process is the development of 
theory through the use of a conditional /consequential matrix. The matrix helps the 
researcher analyse the relationships between the concepts derived from the first 
three stages of coding. Theoretical sampling considers comparisons between 
concepts and helps discover variations to define the boundaries of concepts more 
clearly (Strauss and Corbin, 1998); and in doing so helps the researcher reach 
saturation of the data. This parallels with case study methodology in defining the 
boundaries and relationships and it is robust to combine the approaches. 
 
In using the constant comparative method as opposed to other interpretive analysis 
tools, the voice of the child has remained constant through all four stages of the 
constant comparative method (Glaser and Strauss, 1967 & Strauss & Corbin, 1998). 
The constant comparative method is deemed a good tool to use when there are 
multiple focus groups looking at the same subject matter; as the coding can span 
across the focus groups identifying incidents, relationships, and theories 
(Onwuegbuzie et al., 2009). 
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2.15.10.2   Open and axial coding 
Glaser and Strauss (1967) posit ‘open’ and ‘axial’ as the first two processes of the 
CCM. Open coding demands the researcher to work through the data (the transcript) 
line by line, highlighting each separate incident.  An incident is an event happening 
within the data. Each incident is given a code. The researcher creates as many 
incidents of code as possible (Glaser & Strauss, 1967, p.106-108). When 
undertaking open coding, fidelity and rigour are aligned with an emphasis on defining 
what is actually happening in the narrative of the text as opposed to an interpretation. 
The researcher used Charmaz’s (2006) view of highlighting coding the text with a 
gerund, (using words ending in ‘ing’) which will add action and motion to the coding 
and suggests this keeps the coding and concepts alive and fluid. Evidence of the 
researcher using gerund can be viewed in table 4, which is recorded in black ink. 
 
Once the line by line ‘open’ coding had been completed, the researcher arranged the 
codes (gerunds) and developed matrices. The codes were placed as a central 
square in the matrix. All associated quotes that underpinned the code were included 
in the matrix. An example of the codes of ‘attending’ and ‘participating/ joining in/ 
involving’ can be viewed in figure 12 below. The rationale for doing this was to 
demonstrate the relationships and connections between the different codes and the 
participants. To follow an example, the ‘attending’ code will be used to illustrate the 





Figure 12: An example of the data set iv matrices, developed through open coding, illustrating the ‘attending’ and ‘participating/ 
joining in/ involving’ gerunds 
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Once the matrices were completed, the second stage of the axial coding was 
initiated. This saw the development of the network trees, which illustrate the 
relationships and considers how the data fits together (Strauss & Corbin, 1998). An 
example of a network tree can be viewed in figure 13 below. The colour coding to 
identify participants continues to be used. The ‘attending’ or the subject of the 





Figure 13: An example of a network tree from data set iv.  
The initial ‘attending’ code and the  
subcode of prioritising time. It includes the  
9 original quotes from the matrices. The  
highlighted section was drawn under the  
code of ‘own time and 
agenda’ during axial coding. 
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Once all of the network trees were developed, the researcher continued to map the 
relationship and connections. For the ‘attending’ code, linked to the ‘prioritising time’ 
subcode (which is identified in the highlighted section of the network tree in figure 
13); this was drawn under the code of ‘own time and agenda’ through axial coding, 
pulling through the 9 quotes attached to it.  
 
2.15.10.3    Extrapolation of the categories  
Once the axial codes were established, the researcher grouped the codes. This was 
to extrapolate and define the boundaries of the axial codes and draw them into 
categories and theoretical concepts (Glaser & Strauss, 1967, p.109-113). This was 
undertaken systematically and methodically (Glaser & Strauss, 1967, p.113). The 
researcher analysed the relationships between the concepts derived from the coding 
and compared how macro and micro aspects of the concepts were linked (Strauss 
and Corbin, 1998, p.201). As can be viewed in figure 14, the ‘own time and agenda’ 
axial code was drawn under ‘time’, and then under ‘prioritising’, alongside other 
incidents of axial codes that had been developed (care planning, consent, care, etc.).  
 
Figure 14: An example of the axial codes being grouped in to categories. 
 
2.15.10.4    Delimiting the theory 
The final stage of the process involved delimiting the categories that had been 
derived. The categories were systematically written on a large piece of paper. In 
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each instance, the researcher identified relationships and connections between each 
additional category. Where categories had relationships and connections, these were 
drawn under a wider category. The researcher continued to delimit the wider 
categories, by drawing categories under each other, constantly reducing the number 
of overall categories. Some of the wider categories included supporting, navigating, 
informing/ showing, and prioritising. All wider categories continued to be delimited 
until three theories emerged, these were 
 
1)  Prioritising 
2)  Knowing 
3)  Navigating 
 
These three theories were established through multi-level connections and 
relationships. Whilst the majority of codes were drawn under a two-level category 
system, i.e., a category and then a wider category, in some instances only one 
category was needed to map the relationship. Once the delimiting of the theory had 
been completed, the researcher mapped each theory onto an excel spreadsheet, 
illustrating each data set and its connections across the other data sets of the focus 
groups. This is representative of the conditional /consequential matrix (Strauss and 
Corbin, 1998). A snapshot of the prioritising theory can be viewed in figure 15 below. 
Figure 15 details the axial codes on the right-hand side, which sit under each 
individual data set. The numbers attached to the code are representative of the 
quotes that underpin the axial codes. The categories are detailed in the second from 
the left column (time, need, acceptance, access to) and the wider categories are in 
the far left column (attending CAMHS). Figure 15, illustrates how each axial code is 
represented in the prioritising theory, and how these were grouped into categories 
and wider categories. 
 
A further example in figure 15, would be using the first code listed in the adult focus 
group 2, data set vii. This is represented as the ‘parents over children’ code 
(matrices, figure 12, and network trees, figure 13), underpinned by quotes 22 and 39, 
by following the line of the code to the left, this is drawn under the category of ‘need’ 




Figure 15: A snap shot from the prioritising theory: The end product of delimiting the theory highlighting the 9 quotes pulled through 
from the open and axial coding.  
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2.15.10.5 The theories and their relationship with the current literature 
There was a need to understand how the theories related to clinical practice and the 
current literature, and whether these theories were already established in the health 
and social care domain. The rationale for this is to ascertain whether the theories of 
prioritising, knowing, and navigating had been established before, and how this 
supports the emergence of the specific theories within this study. For these iterative 
reviews, the researcher has used the information retrieval process of ‘berrypicking’ 
(Bates, 1989) to underpin the search strategy for the theories. Berrypicking enables 
the researcher to evolve the literature search through several methods, including 
 
 “Footnote chasing; citation searching; journal run; area scanning, subject 
searching and author searching” (p.412).  
 
Using such an approach is helpful to search the literature when looking for more 
specific information, in this search, this reflects the specific theories. A search of 
EBSCO host, all databases was undertaken on March 19th 2021.  EBSCO host 
includes 22 databases including psycArticles, MEDLINE, CINAHL, and psycInfo, and 
provides a good scope of the relevant health and social care literature.  
 
Table 5 illustrates the search strategy for the theories. Search term 1 relates to the 
particular theory being searched, this was coupled with search term 2 ‘theor*’, and 
then each of the additional search terms identified in term 3 were undertaken. For 
example, ‘priorit*’, ‘theor*’ and ‘service*’ was search one; ‘priorit*’, ‘theor*’ and 
‘interven*’ was search two; and ‘priorit*’, ‘theor*’ and ‘health*’ was search three. This 
was the process undertaken for all three theories. All search fields were set for each 
search term to identify ‘ SU subject terms’. Table 5 details the number of article hits 








   Table 5: Search strategy for the theories. 
 
For each of the searches, only full text available articles were included. The filter for 
relevance was set. As the researcher was using the berrypicking model, only the first 
200 articles were reviewed for relevance via title and included in the review. All 
relevant articles were then reviewed more in depth, including the abstract and 
introduction. Articles that were not relevant at this stage were discarded. The findings 
of the iterative literature reviews for each theory have been included in the discussion 
of the findings for each theory; this commences in chapter 3.5, page 137. 
 
2.15.10.5     Triangulation of data 
The outcome of this study is to present the theoretical findings and recommendations 
on how children can be involved in decision-making and consent processes in 
outpatient CAMHS. The data and theory derived from the focus groups will be 
triangulated alongside the other embedded data sets to inform the case being 
answered. Figure 16 below represents the triangulation of data and the outcomes to 














search term 3 
Number of articles hits for each theory search 
Priorit* Theor* i) Servic* i) Servic* 24, ii) Interven* 106, iii) Health* 302 
Know*  ii) Interven* i) Servic* 1731, ii) Interven* 349, iii) Health* 5576 
Navigat*  iii) Health* i) Servic* 3, ii) Interven* 16, iii) Health*  29 
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Figure 16: A Diagrammatic representation of the triangulation of the data. 
 
 



























Critical realism philosophy and case study design enable the researcher to use a 
wide range of methods across the embedded data sets. Methods of eliciting data 
were purposely chosen for each data set. The researcher has demonstrated 
consistency, rigour and has provided a robust rationale for the methods and analysis 
employed throughout the case study in answering the research questions, aim, and 
objectives. The researcher has demonstrated reflexivity within their own role as a 
researcher and clinician (chapter 2.11) and has attempted to mitigate the power and 
bias of the researcher’s role through the choice of methods and analytical tools. The 
chapter has discussed in depth some of the opportunities and challenges with 
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Chapter 3  Findings 
3.1      Introduction  
This chapter presents the key findings from the seven embedded sets, the 
systematic literature review, the second one in the thesis, the evaluation of patient 
clinical records, which includes the third systematic literature review in the thesis, the 
semi-structured questionnaire to staff, and the four focus groups. The three theories 
that were developed through the analysis of the transcripts from the focus groups are 
included in this chapter. The findings also include how the development of the 
theories relates to the current literature. There was a significant amount of raw data 
collected through analysing the seven data sets. The researcher has therefore 
included the highlights that best represent each data set. This chapter presents each 
data set chronologically in keeping with the structure of the other chapters in this 
thesis. 
 
3.2 Data set i: The systematic literature review  
The literature review, the second systematic literature review in the thesis, aimed to 
answer the question of ‘what factors influence decision-making by 8-12-year olds in 
outpatient CAMHS?’. This search was undertaken in two stages which reflect the 
journey of the researcher through their doctoral award. This initial review was 
undertaken in year one of the doctoral award. As the review was being included as 
an embedded data set, it was necessary to ensure that the review was updated to 
the present day. The initial search included years 2004 - 2014 and elicited 13 articles 
for review and the second search, included years 2014 - 2020 and elicited 12 articles 
(See chapter 2 figures 7 and 8 for the search process and PRISMA flow diagrams 
(Moher et al., 2009). Common themes in the review included, an absence of new 
research in involving children in decision-making; there was a lack of specific 
research about children’s care in outpatient CAMHS; there was variability in research 
findings in determining the specific age of when children are deemed competent to 
make a decision (Alderson, 2007; Brazier, 1992; Didcock, 2007; Donaldson, 1978; 
Donnelly, 2010;  Larcher & Hutchinson, 2009; Parekh, 2006; Piaget & Inhelder, 
1956/1971; Tan & Fegert, 2004, Tan et al., 2007 & Weithorn & Campbell, 1982); 
there was a requirement for specialist skills training for clinicians and the need for 
clinicians to use age-related resources  (Alderson, 2007; Al-Samsam, 2008; Bowers 
& Dubicka, 2010; DH, 2001a; General Medical Council, 2013; Larcher & Hutchinson, 
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2009 & Taylor et al., 2007). The review findings were structured into seven 
overarching themes, these were 1) consent, competence, and capacity, 2) best 
interest, 3) communication, 4) risks and conflicts, 5) legal frameworks,  6) parental 
role, and 7) The role of the clinician. The role of the clinician has been included as a 
theme in the overall findings in keeping with the research questions and aim that was 
developed after the initial review was undertaken. The initial literature review was 
published by the researcher (Cox et al., 2016). 
 
3.2.1 Consent, competence, and capacity 
The consent, competence, and capacity theme determined there is no doubt in the 
literature, that children aged 8-12 years are legally able, and have the physical and 
cognitive capacity to make informed decisions. If children are supported with stage-
appropriate information, children could have the competence to consent to treatment. 
One caveat to this is that children under the age of 16 are not able to refuse 
treatment (Parekh, 2006). This places the onus on the clinician to offer several 
options for the child to choose from to ensure that the child is not in a position of 
needing to refuse treatment. 
 
There are no consistent assessment processes or schedules for clinicians to use to 
assess children’s capacity. The literature suggested that using a wide range of 
professionals to assess capacity would assure that the threshold for capacity has 
been met; however, this would be burdensome to the child; in being assessed by 
many different professionals for one specific decision, the contemporaneousness of 
the assessment would be questionable too. The practicalities of undertaking such an 
assessment for each decision are flawed and impracticable. Children’s early 
experiences, social circumstances, and cultural influences are likely to impact their 
capability in being involved in decision-making and consent processes. Time must be 
given to those children that may need some extra attention, in ensuring that their 
abilities to communicate their wishes are not overlooked (Oulton et al., 2016). 
 
Capacity is defined by determining whether mental illness is impacting specific 
decision-making abilities. In law, children under the age of 16 years are presumed 
not to have the capacity (MCA, 2005); however, the evidence in the literature 
suggests children aged five years old have a good, solid understanding of concepts 
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and the world. Alderson and Montgomery (1996) suggest the presumption of 
capacity should be assumed when a child reaches this age. Much of the literature 
demanded that capacity should not be determined solely through intellectual abilities, 
as this is open to challenge; which is supported by Klaczynski’s (2004) dual 
processing theory discussed in chapter 1; capacity should be determined at the 
developmental stage of the child (Alderson, 2007). 
 
Hien, Troost, and Broersma et al., (2105) in researching the assessment of children’s 
capacity, suggest a research theory framework would better support systematic 
research, rather than a hotchpotch of research studies. Hein, de Vries, Troost et al., 
(2015) suggest capacity can be established with certainty at 12 years of age, 
although acknowledge there is some transitional development from the age of 10 
years, which aligns with the stage, not age dictum. Clinicians must be confident in 
assessing Gillick competence (Griffith, 2016). Providing a continuum approach to 
children’s involvement in decision-making will be more inclusive. This being a staged 
approach based on the child’s overall ability to be involved (Jeremic et al., 2016), is 
somewhat akin to Hart’s (1992) participation ladder, however, the focus needs to be 
on children being the decision-makers. More complex decisions will need growth in 
the child’s maturity, and the provision of time is needed to give to the process of 
consent (Griffith, 2016). Providing such time and space for decision-making can be 
challenging in the current economic climate of mental health services, where 
capacity regularly falls short of managing demand (NHS providers, 2020). This needs 
to be balanced with the benefits of the development of the child in being involved in 
decision-making as referred to in chapter 1, page 21. 
 
3.2.2 Best interest 
The best interest theme refers to those children who are unable to give consent 
themselves and adults around the child will consent to a decision on the child’s 
behalf. Best interest decisions should always include the voice and wishes of the 
child (Children Act, 1989; MHA, 1983; DH, 2001; General Medical Council (GMC), 
2013 & Nursing and Midwifery Council (NMC), 2013). Best interest decisions should 
be made by several adults that know the child best, which may include parents, 
family members, teachers, and clinicians; However, anecdotally this process rarely 
involves adults outside the therapy room.  Best interest decision-making is 
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considered by some as too demanding; in that to fulfil a best interest at all times 
would be a too bigger ask. Birchley (2010) asserts that it is in the child’s best interest 
to not eat fatty foods or be around people who are smoking, illustrating how the 
standard can be too demanding. Furthermore, parents do not always act in the 
child’s best interest; some parents may not have the capacity themselves which will 
need to be considered as part of the best interest process. As children under the age 
of 16 do not have the right to refuse treatment, even if the child is deemed 




The communication theme findings were centred around the skills of the clinician in 
being able to elicit information from the child, and the resources used to support the 
communication. The quality of the elicited information was dependent on the 
clinicians’ own attitudes, skills, and the resources used (Boylan & Braye, 2006 & 
Larcher & Hutchinson, 2009). Resources were considered a key aspect in supporting 
children’s involvement in decision-making, with a commitment of time and 
opportunity being allocated as a resource (Cahill & Dadvand, 2018). Resources 
should be wide-ranging, creative, and provide visual additional information to inform 
the decision being made. Videos, toys, worksheets, games, cards, and 
questionnaires can all be utilised to provide additional information in a variety of ways 
to help children understand all aspects of the decision that is needing to be 
consented to (Alderson, 2007; Al-Samsam, 2008; Bowers & Dubicka, 2009; DH, 
2001a; GMC, 2013; Taylor et al., 2007). 
 
3.2.4 Risks and conflicts 
The findings from this theme were varied, ranging from placing importance on 
information sharing, children being offered the right amount of information, as too 
much information at times can be harmful to the child, a careful balance is needed; to 
managing differing ideas and agendas between the child and their family about the 
decision, which can cause conflict, potentially leaving the child in a harmful situation. 
Other findings included the conflict in the system; CAMHS focuses on risk 
management and protection of children and families, this can side-line the clinician in 
offering the child opportunity for involvement in decision-making and consent 
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processes (McCafferty, 2017).  The burden of the decision-making was found to be a 
risk, in such situations alternatives to making the decision should be sought; although 
these alternatives and how you assess whether the decision is too burdensome were 
not evident (Alderson & Montgomery, 1996 & Dorscheidt & Hein, 2018). There was 
further importance placed on the process of decision-making and consent; the 
process should be ongoing and not a one-off event, giving the child an opportunity to 
hear the information more than once; using several mediums and offering the child to 
ask questions over time, this will give the child a better chance to fully understand the 
decision to be made. The lack of consistency in being able to universally apply this 
process remains an ongoing risk (Oulton et al., 2016; Hein, Troost & Broersma et al., 
2015 & Noroozi, Singh & Fazel, 2018). 
 
Challenges arise in how to weigh children’s views (Dorscheidt & Hein, 2018); 
particularly against the different gravity of the decisions being made. There are a 
milieu of variabilities in assessing and child’s capacity, competence, the gravity of the 
decision, and how much weight to give to a child’s view, that complicate providing a 
generalised determination of whether a child can consent or not (Hein, Troost, 
Lindeboom et al., 2015). Attempting to ‘pigeon-hole’ a child’s ability will only reduce 
opportunities for children to be involved.  
 
Conflicts in the translation of terminology and understanding between the legal field 
and clinical practice are evident (Dorscheidt & Hein, 2018). Conflicts are embedded 
in law, for example, the law allows a 14-year-old child to access their GP for 
contraception and yet the law demands that a child should not have sexual relations 
until the age of 16 years. A further example is that a child can consent to healthcare 
provision at any age should they have the capacity to do so, however they cannot 
consent to share their healthcare data until they are 13 years of age (ICO, 2020; 
Taylor et al., 2017).  
 
Traditionalist ideas are powerful, cultural beliefs that can marginalise children 
throughout their lives. The idioms of ‘children should be seen and not heard’ remain 
present within the western culture illustrating the narrative of power aligned to adults 
within contemporary society (McCafferty, 2017; Mirriam Webster, 2020). The clinician 
can shift some of the power back to the child by positioning them with opportunities 
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to be involved. Developing these positions for children is critical for increased 
involvement (Cahill & Dadvand, 2018). Social-economic and cultural differences can 
present as a risk to involvement, as those children from poorer, more deprived 
backgrounds may not be as educated as their more affluent counterparts and their 
understanding and value on health may be negatively different (Oulton et al., 2016 & 
Hein, de Vries & Troost et al., 2015). A final risk is that of competence not being 
reviewed; particularly if parental consent is used in the first instance (Taylor, et al., 
2017). Ensuring that competence of a child is reassessed regularly will be necessary 
for clinical practice; and where the child demonstrates competence, the relevant 
decisions are revisited for the child to consent to. 
 
3.2.5 The legal framework  
The lack of a legal framework and the differences in definition between legal and 
health care domains, leaves the practice area ambiguous and inconsistent (Fenton, 
2020; Dorscheidt & Hein, 2018; Noroozi, Singh & Fazel, 2018; Bowers & Dubicka, 
2010). Inquiries such as the Bichard Inquiry Report (2004) made stark reference to 
the lack of guidance and frameworks to support professionals in helping children be 
part of the decision-making process. NICE (2018a) [NG108] have developed a 
guideline on decision-making and mental capacity and have some information on 
shared decision making (NICE, 2018b); however, this guidance is targeted at 
children aged 16 years and over; there is no guidance from NICE about those 
children under 16 years making decisions. Hein, Troost & Broersma et al., (2015) 
identified research is needed to underpin the development of frameworks on a 
systematic basis, as the research that has been undertaken concludes with varied 
results. Formal assessment tools are needed to support clinicians to ensure 
consistency in the assessment of capacity and competence (Noroozi, Singh & Fazel, 
2018).  
 
3.2.6 Parental role 
The parental role was a key consideration in the findings and an important one to 
include. A parent has a legal right and duty to be involved in their child’s care 
(Children Act, 1989) and it is important to think about how parents are included in the 
process, especially so when the child is deemed competent to consent, as this will 
leave the parent role unclear. The propensity for clinicians to default to parental 
 
 122 
consent can be very detrimental to the child’s morale, conversely, if the child is 
consenting, parents must not be excluded. Coulter and Collins (2011) advocate ‘no 
decision about me, without me’ which should apply to both children and parents alike 
wherever possible. When these situations occur, skills are needed from the clinician 
to negotiate the challenges (Oulton et al., 2016; Cox, 2019a & Cox 2019b). 
 
3.2.7 The role of the clinician 
The role of the clinician is key in all aspects of the decision-making and consent 
process. The clinician must have the ability to adapt their style and individualise the 
process for the child to ensure the appropriate level of emotional literacy is being 
utilised to involve the child (Oulton et al., 2016). There were many references for 
clinicians being specifically trained in these skills, and that involving children in 
decision-making should not be undertaken without having the relevant training 
(Wellesley & Jenkins, 2009); however, there was a lack of detail about what should 
be included in the training (Fenton, 2020, Cox et al., 2016). Clinicians must be 
confident in assessing competence against the Gillick framework (Gillick v Norfolk 
and Wisbech Health Authority, 1985 & Griffith, 2016), and the capacity of parents; 
this will be further complemented by clinicians having a good understanding of the 
relevant law. The clinician has to be skilled in communicating and being able to break 
down each part of the decision-making process to make it more accessible for 
children (Hein, Troost and Broersma et al., 2015); this naturally requires the clinician 
to have the skills to develop effective therapeutic relationships with children and 
parents (Cox, 2019b).  
 
Clinicians need to have self-awareness with regards to their own value base (Oulton 
et al., 2016 & Hein, de Vries & Troost et al., 2015). A key skill of the clinician is to 
understand how their value base impacts facilitating decision-making and consent 
processes with children. The clinicians must have the ability to be reflexive in their 
clinical practice to accommodate their value base and limit the influence this has in 
the process. The skills in identifying and managing conflict between the child and 
parent or caregiver should conflict arise during the process, will also be required. 
Importantly, where a child has been previously deemed to not have the competence 
to consent, the clinician must review this regularly, and where possible support the 
child to consent to the decision at a future time. Clinicians must be able to identify 
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potentially burdensome decision-making incidences for a child (Alderson & 
Montgomery, 1996 & Dorscheidt & Hein, 2018).  
 
3.2.8 Summary 
Despite all the findings, children aged 8-12 years have not been asked directly about 
how they would like to be involved in decision-making and consent processes; there 
are clear positive outcomes for children being involved. However, the structural 
framework to support their involvement is lacking. Clinicians need guidance, 
assessment tools, specialist training, resources, and the provision of time to ensure 
all factors necessary for children’s involvement are included.  
 
3.3 Data set ii: The patient clinical record evaluation 
Data set ii was designed to establish whether the findings from data set i were 
reflective in clinical practice. A checklist was developed through a further systematic 
review, this is the third systematic literature review in the thesis (See appendix G for 
a copy of the checklist). The checklist was used to evaluate all clinical patient records 
of children aged 8-12 years who were open to DHCFT CAMHS at the time of the 
evaluation, who had been offered at least one treatment appointment. Each child’s 
patient clinical record was given a code starting at C1 then increasing through 
number to C56. Records C9, C21, C32, C37, C39 C42 and C52 had not met the 
inclusion criteria and thus there were not reported on in the evaluation. 49 patient 
clinical records have been evaluated and reported on.  
 
The data set was reported on and accepted for publication in year two of the doctoral 
award (Cox, Brannigan and Harling, 2017). Subsequently, the researcher has further 
critically reviewed the initial findings; the rationale for this was twofold, firstly the 
researcher has developed and refined their research skills and criticality through the 
doctoral award and developed their capability in critically appraising the presented 
data; secondly, the researcher felt it was important to include all possible data in the 
findings to inform the case study. Table 6 below, shows how many records were 






Table 6: Table showing the age of the children whose patient clinical record was 
evaluated. 
Age of children Number of files evaluated Percentage of evaluation 
12 years 19 39% 
11 years 15 31% 
10 years 6 12% 
9 years 5 10% 
8 years 4 8% 
 
As this evaluation included all children that were ‘open’ to DHCFT CAMHS during 
this time, this is representative of the number of children aged 8-12-years-old 
accessing DHCFT CAMHS at this time. Table 6 illustrates the increase in referrals 
against chronological age.  
 
The patient clinical record evaluation concerned itself with how children were being 
involved in decision-making and consent processes against three principles 
i)  The current legal requirements 
ii)  The current best practice guidance  (Cox, Brannigan & Harling, 2017)  
and  
iii)  The findings of the systematic literature review (Cox et al., 2016). 
 
The findings evidenced that legal and best practice guidance was not being adhered 
to. There were several instances where several proformas were being used to record 
the same incidents of consent, which is contrary to best practice. Consent was being 
agreed for episodes of care, which is not legal due to consent needing to be 
intervention and time specific (DH & National Institute for Mental Health in England 
(NIMHE) 2009). Consent was being sought primarily from the parent or caregiver, 
omitting the child’s involvement, with 26.5% of the consent forms including a parent 
signature but not the child’s signature.  
 
Recording consent was hampered by patient clinical records being shared across 
paper records and electronic records concurrently. At the time of the patient clinical 
record evaluation, DHCFT was moving from paper to electronic files, with both record 
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formats being used. It is not usual that a service would use both paper and electronic 
patient records concurrently. The electronic patient record had a default position for 
consent, the system required the clinician to actively change the default position 
should consent not being given. However, if the clinician omitted to complete this, 
consent was documented as given. This is concerning given the gravity of the legal 
requirements of consent.  Some paper patient clinical records did not include all of 
the necessary consent forms and subsequently were not completed. Documentation 
that invited the child’s consent was not completed, despite it being recorded that the 
child was in attendance in the appointment.  Some clinicians documented the 
following quotes on consent forms, demonstrating their ignorance about when 
children can be involved in their own healthcare 
 
“N/A parental consent obtained due to the patient only  
being 10 years of age” [C13], 
 
“Child is too young to consent” [11 years] [C11]. 
 
These statements are contrary to the findings of the second systematic literature 
review (Cox et al., 2016). The literature determined that there is not a defined cut off 
age for children to be involved in decision-making and consent processes. It is not 
clear what rationale or framework these clinicians were working from to establish 
this. The Gillick framework (Gillick v Norfolk and Wisbech Health Authority, 1985) 
only specifies what attributes a child has to demonstrate to determine that they have 
the capacity and competence to be involved in decision-making and consent 
processes. By the clinicians not seeking their views, they are in breach of the law.  
 
Clinicians viewed the involvement of children in decision-making as a dichotomy; 
either they could be involved, or they couldn’t. There was no attempt by clinicians to 
improve the child’s learning or development for involvement. There were not any 
recorded incidents by clinicians where their skills had been employed or resources 
used to better involve the child in the appointment, indicating that clinicians did not 
know how, or what resources to use.  
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On most occasions, clinicians defaulted to using parental consent. Blanket decisions 
had been made about the child’s involvement before attempting to ascertain the 
child’s view and wishes. A child wrote on a consent form that they  
 
“did not want to come” [11 years] [C7]; 
 
however, this was written by a child already on CAMHS premises; the parent still 
brought the child to the CAMHS appointment, and the child was still seen by the 
CAMHS clinician. The child’s clinical record did not include any narrative about why 
the child did not want to attend CAMHS, or why the clinician continued with the 
CAMHS appointment despite the child’s wish being to not attend. Further incidents 
where children’s views and wishes were not taken into account are 
 
 “Child refused to engage in the whole session” [C25], and 
 
“Parent requested to speak with the doctor alone and asked the child to  
leave the session” [10 years] [C5]. 
 
C5’s Mum wanted to explore options of medication without the child being involved. It 
is not documented why this was agreed by the clinician, leaving the child omitted 
from the conversation; neither was it recorded that the clinician challenged this 
request. Another incident was documented where a parent restrained their child [10 
years] [C1] in the appointment to be weighed and measured. It was documented that 
the child was demonstrating ‘oppositional’ behaviour. The child had their weight 
checked after much persuasion in the same appointment, but this would question the 
voluntariness of the intervention.  
 
There are many examples of documentation that detail decision-making 
conversations being between the adults in the room; despite it being documented 
that the children are in attendance. Examples of these recorded incidents are  
 




“Mum decides appointments with the psychiatrist are enough, doesn’t want 
any therapeutic work” [11 years] [C34]; and 
 
“Medication discussed only with mum and grandmother and was prescribed in 
the absence of the child” [11 years] [C33]. 
 
One incident was recorded by a junior doctor, who had been talking to a child [12 
years] [C24] about his medication. The child stated that they felt better without it and 
did not want to restart the medication. The child raised concerns about the side 
effects they had been experiencing. However, the junior doctor discussed the 
medication with the care staff (as the child was looked after by the local authority) 
and a prescription was given to the care staff, with the instructions to offer the child 
medication, but not to enforce it. Another example of overruling children’s wishes is 
where a child [11 years] [C33] was asked about how their sleep was, the child said it 
was good. The parent disagreed that the child’s sleep was good, and the psychiatrist 
wrote a prescription for sleeping tablets. 
 
There were incidents relating to best interest decisions, where a decision is made on 
the child’s behalf in the absence of the child having the ability or capacity to give 
informed consent or being able to take part in any part of the decision-making 
process. The following incident was recorded by a consultant psychiatrist  
 
 “parents are sure that if he [the child] knew about it [taking medication]  
           then he [the child] would not take it”; [C31] 
 
he further documents for the same child,  
 
 “This is an ethical problem/dilemma but on balance it is in the child’s 
  best interest to take the medication as it has made a difference to 
  him [the child] and his parents’ life” [11 years] [C31]. 
 
Although this incident intimates that it is the best interest decision, it is not recorded 
why the child is unable to be involved in the decision. For the best interest decision to 
be a legal process, a documented rationale as to the reasons why the child cannot 
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be involved is needed. The best interest decision should only be agreed upon by 
adults when a child cannot be involved in any part of the decision-making process 
(BMA, 2010; Children Act, 2004). The views of the child should always be taken into 
account, including all relevant factors such as emotional and socio-cultural needs, 
alternative options, and the risks and side effects of treatment options (BMA, 2010).  
 
The evaluation found that those clinicians that had a dual qualification of a nurse or 
an Allied Health Professional (AHP) and a therapeutic qualification, such as systemic 
family therapy or cognitive behavioural therapy, were more consistent in recording all 
attendees views and the content of the discussion in the clinical notes. Those that 
had a dual qualification recorded more views, wishes, and consent from children. 
Several incidents of consent were recorded for different treatment options, although it 
was not always explicit which individual was giving the consent, either the child or the 
parent/ caregiver. Only one incident was recorded concerning the capacity of a child, 
which stated 
 
  “struggles to understand” [11 years] [C4]. 
 
It is a legal duty for the clinician to record how a child demonstrated they have the 
capacity to make a decision (MCA, 2005; Gillick v Norfolk and Wisbech Health 
Authority, 1985). With a child under the age of 16 years starting from a legal position 
of the assumption of not having competence, it is onerous on the clinician to 
demonstrate how they have assessed the capacity, competence, and capability of 
the child when making a decision or consenting. It was evident that children’s views 
had been discussed and had been taken into consideration on occasion. This was 
demonstrated more consistently in the care-planning documentation, although overall 
the consistency in the inclusion of children was poor.  
 
3.3.2.1 
In summary, when considering the three principles, 
 
i)  The current legal requirements 
There were many instances where clinicians were not upholding the legal 
requirements outlined by the UNCRC (1989), Children Act (1989/2004), and the 
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Human Rights Act (1998). Clinicians had not recorded that they had heard children’s 
views and they had not involved them in the decision-making process. This is 
contravening the Human Rights Act (1998). Two specific incidents used restrictive 
practices, the incident in which a child had been restrained to be weighed and 
measured and secondly when covert medication was being given to the child. The 
second incident did not include any documentation concerning the capacity and 
competence of the child, and how they could have been involved in the decision-
making process. These concerning findings were addressed at the time and reported 
through the relevant safeguarding structures (Derbyshire Children’s Safeguarding 
Board, 2018). At times efforts had been made for some children to be listened to, 
however, these were often superseded by adult consent and decision-making.  
 
ii)  The current best practice guidance 
There was evidence to suggest that consent was being asked of the parents and the 
completed forms demonstrated this.  Some conversations with children were 
documented, but there were many incidences where the child was documented to 
have attended, but no documentation was recorded about what the child’s views 
were. Whilst this does not necessarily mean that children’s voices were not heard in 
the appointment; it may be that the clinician had not recorded or documented them; 
in law, if it is not documented it didn’t happen (Andrews & St Aubyn, 2015). It is 
necessary to ensure that all views are recorded and documented to evidence the 
voice of all of those involved and to reduce the prospect of any medico-legal 
challenges in the future (Mathioudakis et al., 2016). Clinicians that were dual 
qualified had a propensity to record more of the views, wishes, and discussion of all 
those in attendance in an appointment, and these clinicians further sought consent 
more often for specific interventions. 
 
iii)  The findings of the systematic literature review data set i, (the second 
systematic literature review) (Cox et al., 2016).  
The findings from the patient clinical record evaluation did not complement the 
findings from data set i. There was little evidence to suggest that clinicians knew how 
to consistently involve children in their own care. Children were regularly omitted 
from involvement in decision-making and consent processes. 
3.4 Data set iii- The findings from the semi-structured questionnaire to staff 
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The semi-structured questionnaire was administered to all DHCFT CAMHS clinical 
staff. The questionnaire included ten questions and collated some minimal 
demographic information about the clinicians, including their professional 
background, years of CAMHS experience, and the percentage of clinical time spent 
working with children aged 8-12 years. Approximately a quarter [26%] of all CAMHS 
clinical staff employed by DHCFT responded to the questionnaire. The biggest 
professional group that responded were mental health nurses [43%] which was 
representative of the DHCFT CAMHS workforce at the time of dissemination. Each 
returned questionnaire was given a code from R1 to R14 to enable answers to be 




Professional background Years’ service % of clinical time 
working with this 
age group 
R1 Learning disability nurse 0-5 years 0-25% 
R2 Mental health & Children’s nurse 10 years + 50% + 
R3 Psychiatrist trainee doctor 0-5 years 0-25% 
R4 Children’s nurse 5-10 years 25-50% 
R5 Dietician 0-5 years 0-25% 
R6 Cognitive behavioural therapist 0-5 years 25-50% 
R7 Adult nurse 0-5 years 0-25% 
R8 Mental Health Nurse 5-10 years 0-25% 
R9 Mental Health Nurse 10 years + 0-25% 
R10 Child psychiatrist 10 years + 0-25% 
R11 Mental health nurse 0-5 years 25-50% 
R12 Social worker 0-5 years Not answered 
R13 Mental Health Nurse 10 years+ 25-50% 
R14 Mental Health Nurse 0-5 years 25-50% 
 
          Table 7: Professional demographics of the respondents. 
 
The first question asked each clinician to describe what they knew about informed 
consent, a selection of the responses were, 
 
“That the person understands that you have their consent regarding  




“Consent is giving permission for and agreeing to something. Informed 
consent is agreeing to something after being given the appropriate information 
about risks and benefits to make an informed decision” [R2]. 
 
The client has been provided and had the opportunity to discuss in detail the 
advantages and disadvantages to options of treatment appropriate to meet 
their needs” [R7]. 
 
All of the respondents were able to describe what informed consent was, however, 
some respondents gave less detail than necessary for informed consent when 
comparing it to the legal definition. Question 2, asked each clinician when they 
thought children aged 8-12 years should be able to consent to decisions in CAMHS, 
some of the responses were, 
 
“Judgement should be made as to their Gillick competency and capacity to 
understand what is being asked and expected from them” [R13]. 
 
“Instances/ allegation of domestic violence, abuse, neglect or sexual 
exploitation, parental separation, divorce, bereavement, eating disorders, self-
harm, PTSD and major depression” [R6].  
 
“Medication, therapy, diagnosis” [R2]. 
 
Seven out of the fourteen respondents answered with statements referring to the 
child being competent, and one respondent felt that they did not have enough 
experience to answer. Two responses referred to the child only being able to make 
decisions in high risk and social or domestic difficulties [R6 & R14]. All other 
responses considered different aspects of care that the child could consent to.  
 
Question 3, asked whether the clinician had ever facilitated consent for this age 




      Figure 17: Graph reporting facilitation of consent by respondents. 
 
Six of the respondents [R3, R4, R7, R8, R9, R10] stated that they had facilitated 
consent with this age group, and four respondents [R5, R6, R13, R14] said they 
hadn’t facilitated consent, with one respondent feeling that negative childhood 
behaviours can sometimes get in the way of involving a child in consent processes. 
Two [R11, R12] respondents wrote N/A on the questionnaire, illustrating that these 
clinicians did not think it was applicable for children of this age group to be involved 
in consent processes. [R2] felt that they had tried to involve children, but parental 
pressure made this difficult, and [R1] did not offer an answer to the question. 
 
The next three questions (questions 4-6) asked about the clinicians’ knowledge 
about capacity, how it is related to consent, what the 6 components of capacity are, 
and what the best practice guidance is for documenting consent. There was a varied 
response given to all three questions; some examples given for how capacity is 
related to consent are 
 
 “The ability to understand, to reflect and agree an effective plan” [R1]. 
 
“Capacity refers to the ability to understand information and use it to make an 
informed decision- it is a prerequisite for a person’s ability to give consent to 







Have you ever facilitated consent for this age group?
Yes No Not answered Tried N/A
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“You have to have capacity to understand and make a decision, and to be 
able to consent. For example, if someone has a diagnosis of schizophrenia 
and are receiving treatment as the doctor has suggested this but they do not 
believe that they are unwell, they are not actually consenting to the treatment. 
To have capacity that person would have to understand and weigh up the 
information about the treatment and therefore if they do not believe they are 
unwell then the consent to the treatment is void” [R12].  
 
This question was trying to extrapolate the clinicians’ knowledge about the six main 
questions related to demonstrating capacity as detailed in criterion 11 of the checklist 
(appendix G) developed from data set ii, 
 
 1) What would be involved in the decision? 
 2) What benefits would the child hope to gain? 
3) How good are the chances of gaining such benefits? 
 4) What are the alternatives? 
           5) What are the risks? 
6) What may happen if the intervention is refused?  
 
However, the question was not explicit enough to elicit this specific information, and 
the lack of clarity had impacted some of the responses given. However, the 
respondents demonstrated their ability to draw on legal and national guidance (MCA, 
2005; BMA, 2010; Gillick v Norfolk and Wisbech Health Authority, 1985). This 
demonstrated that the respondents were aware of what information and frameworks 
were available to draw from. Some examples being 
 
“Communication, understanding, rationalisation, reflection, ability and 
capability” [R1] 
 
“Being able to communicate a decision, using information given as part of the 
decision making, being able to retain the information given, understand the 




“ There should always be an assumption of capacity- until proven otherwise; 
you must always support the individual to make the decision which increases 
independence; people are allowed to make unwise decisions- just because 
you don’t agree with the outcomes does not mean they do not have capacity; 
you should always work in the best interests of the person; always work with 
the least restrictive option” [R12].  
 
Question 7 asked whether the respondents were aware of the legal and best practice 
guidance with regards to recording and documenting consent. Respondents were 
offered to give more than one answer, thus the number of responses being greater 
than n=14. The graph below details the responses that were given. 
 
 
 Figure 18: Clinicians awareness of legal and best practice guidance 
 
Question 8 asked the respondents if there were any times when they might not be 
sure if a child aged 8-12 years was able to consent, and what the respondent would 
normally do in these situations. The two graphs below detail the most answered 
responses for each part of the question.  
 













           
Figure 19a: Clinical reference to when                         Figure 19b: How clinicians manage 
children may not be able to consent                             figure 19a’s situation 
 
Other responses for when a clinician might not be sure when a child can consent 
included,  
 
“when a parental decision overrides a child’s” [R2] and “Safeguarding     
concerns; mental impact on YP” [R7]. 
 
Only one respondent stated that they would discuss the consent issue with the 
parents [R12] when asking what they would normally do in this situation.  
 
The final 2 questions asked the clinicians what the service could provide to support 
them in facilitating consent? And what training or resources would clinicians find 
helpful? The responses have been collated together in the graph below. There was a 
clear indication from the respondents that further training would be valued and would 
help them understand and facilitate consent better. 
 





If there is a learning
difficulty
Mental state fluctuating
When you might not be 







Discuss with supervisor Consider best interests
What you would normally 
do in this situation
0 1 2 3 4 5 6
Guidelines









Easy access resources eg: diary sized memos




The semi-structured questionnaire did have a small response rate; however, it was 
completed by a varied professional group. The questionnaire evidenced that 
clinicians were not wholly confident in facilitating, recording, or documenting consent 
and decision-making processes. The findings evidenced significant gaps in the 
clinicians’ knowledge and understanding about when children aged 8-12 years can 
be involved in decision-making and consent processes. Most respondents felt further 
training and resources would be helpful to support their clinical judgement and 
practice, which offers an opportunity for further research. 
 
The patient clinical record evaluation and the semi-structured questionnaire were 
combined as part of a service evaluation and although too small to be generalisable, 
it did evidence that there was a lack of consistency in facilitating and subsequently 
recording and documenting consent and decision-making processes. It further 
demonstrated that there are gaps in clinicians’ knowledge and understanding about 
involving children aged 8-12 years in decision-making and consent processes. The 
outcome of the service evaluation (data sets ii and iii) demonstrated the need for 
further research to be undertaken in this area of practice (Cox, Brannigan & Harling, 
2017). The findings of the service evaluation informed the development of the focus 
group scripts (Appendix F). The patient clinical record evaluation and the semi-





3.5  Data sets iv- vii- the focus groups 
This section includes the findings for data sets iv-vii. For the method about the focus 
group process, please refer to chapter 2, section 2.15. The discussion in this chapter 
includes examples of the analytical stages the transcript underwent. Each example 
includes the code, and category, and wider category that emerged, prior to the data 
being delimited into the theory. For a full example of the analytical process of how 
the raw data from the transcripts was developed into theory, please refer back to 
chapter 2, section 2.15.10, p.102. The three theories are used as a framework for the 
structure of this section of the chapter. This chapter includes a selection of findings 
from each of the data sets. The chapter discusses the findings in relation to the 
relevant theory and the research questions. All participant quotes can be viewed in 
appendix I for each of the individual data sets. The three theories that emerged from 
the data were 
 
  1)  Prioritising  
2)  Knowing  
3)  Navigating. 
 
3.6 The theories 
The theories will be discussed individually in the first instance across the four data 
sets. At the end of the findings section for each theory, an iterative literature review 
has been undertaken to establish how each particular theory relates to the current 
literature. Once the theories have been discussed individually, a discussion on how 
the theories interact with each other will be included. This section will conclude with a 
discussion about how the theories relate to the research questions, aim, and 
objectives. This section will explore understandings of the connections and 
relationships between the theories. Please note that the terms ‘appointment’ and 
‘session’ refer to the same event. Children used the term session, so in keeping the 
child’s voice central, this has been used within this discussion. 
 
3.7 Prioritising theory 
In mapping the development of the prioritising theory across the four data sets iv-vii 
to Bronfenbrenner’s ecological systems theory (1979), the environment of the 




data set iv in the prioritising theory were primarily focused around this system which 
is reflective of Piaget’s (1964) concrete operational development stage, in that 
children are reported to think less abstractly, and children seek for their own needs to 
be met, see chapter 1.3 for a review of child development. In the developed code of 
‘own time and agenda’ (matrices and network trees), this code was drawn under the 
category of ‘time’ (category grouping) and under the wider category of ‘attending 
CAMHS’. How children spent their own time, particularly around playing and 
engaging in activities that they enjoyed was important to them. C2 preferred to 
remain in school than attend CAMHS and stated, 
 
“I don’t like going into CAMHS sessions when I am in school because I like 
school……I like every lesson in my school” (1- C2). 
 
For C2, they did not object to attending CAMHS, but they did not want to attend if it 
was in school time. There was not any consideration from C2 about what times may 
be best for their parents or for when the service was open; illustrating the 
egocentricity of this child seeking for their personal needs to be met. C2 prioritised 
school over CAMHS, illustrating that their personal needs are better met in school. 
Under the same code of ‘own time and agenda’, C1 further added that  
 
“I guess I just didn’t want to be there as I didn’t want to go, as I would have 
rather have been at home playing with my mates or playing games” (14-C1), 
 
illustrating a different set of preferences. Despite the children focusing on their own 
needs being met, all of the child participants did attend CAMHS, which indicates that 
the parents exercised their authority over their children to attend CAMHS; which was 
contrary to their own child’s wishes in some instances. Children prioritising their own 
time was the main focus for the participants in data set iv in the prioritising theory. 
This raises questions about what children know about CAMHS and how it can be 
helpful for them. If children do not understand what CAMHS is, who they will meet, 
and how it can be helpful to them, there will be little priority placed on attending and 





When considering the child in their microsystem (Bronfenbrenner, 1979), there is an 
onus on adults around the child to provide the fundamental human need of safety 
and connection because of the child’s dependence on others (Maslow’s, 1943). 
CAMHS places priority on the clinician and other adults in the appointment to ensure 
the child has the feeling of safety and connection. In respect of how children felt in 
being involved in the code ‘parents’ voices’ C1 shared, 
   
  “I felt squished in the middle” (18-C1), 
 
illustrating that C1 did not feel a priority in their appointment. The code of ‘parents’ 
voices’ was developed under the category of ‘hearing voices’ and the wider category 
of ‘what happens in session’. Also under these categories was the code of ‘parent 
requests’, C1 particularly felt that their parent’s request was prioritised over their own 
in the appointments, with C1 sharing 
 
  “Mum made most of the decisions. They put me on a tablet without me  
knowing” (16- C1). 
 
This statement from C1 has a significant ethical and legal weight to it, in its 
suggestion that covert prescribing was being undertaken and the child had not had 
their views and wishes heard. It is not clear as to why the child would not have been 
involved in the discussions. Importantly, the children were able to offer some 
solutions as to how they could be involved more in the appointment under the 
‘making it fun code’, which was drawn under the ‘inclusion’ category and the wider 
category of ‘what keeps me engaged’, with C3 suggesting,  
 
“Making the decision about what you are going to do in your sessions” 
(26-C3). 
 
The consequence of children not feeling connected in their environment was reduced 
engagement in the appointment. The ‘not listening’ code, which was drawn under the 
category of ‘attention’ and the wider category of ‘what keeps me engaged’, illustrated 





“Most of the time I wasn’t listening because it was boring (27-C1). 
 
This behaviour from C1 illustrates the consequences of children not being prioritised 
in the appointments or the decision-making and consent process. It is easy to see 
why a clinician would default to parental consent, if a child appeared disengaged in 
an appointment, albeit, this further leaves children disempowered and disconnected 
(Bowers and Dubicka, 2010). 
 
There was a priority from the children in data set iv about how they were included 
and involved in sessions across many aspects. One aspect that was deemed 
important was developed under the code of ‘personalisation’. The children felt 
‘personalisation’ needed to be developed further, with C3 sharing that interventions 
of  
            “ Getting to know each other” (29- C3) 
 
are an important priority for children. By the clinician taking the time to get to know 
the child, then provides the child with an opportunity to match previous heuristics of 
assimilating warmth and connection, C3 describes this as 
 
“You remember more when your teacher is nice to you, it’s not like meant to 
be awkward or anything” (25-C3). 
 
The ‘personalisation’ code was drawn under the ‘inclusion’ category and the wider 
category of ‘what keeps me engaged’. Personalisation was important for children to 
remain engaged in the session and thus why it has been developed as part of the 
prioritising theory. In prioritising ‘personalisation’ in all of its aspects, is not dissimilar 
from the development of the therapeutic relationship and patient-centred care, two 
core interventions in CAMHS; these findings compound the usefulness of these 
interventions in decision-making and consent processes. 
 
The focus from data set v, the older children’s focus group developed the most 
significant code of ‘decision-making’ under the category of ‘inclusion’ and the wider 




children in data set iv and were able to ask for help and advice with decisions and 
consent if needed, with C5 illustrating this well in their quote,  
     
“Don’t always make your own decision. Ask other people because they may 
not find it helpful for you” (29-C5). 
 
This quote demonstrates that older children are more able to engage others in the 
decision-making process, which was a stark difference to data set iv. The discussion 
in data set v included more understanding about the gravity of the decision when 
compared with data set iv. Data set v demonstrated the ability to prioritise the 
process of the decision rather than seeking an immediate outcome. This is an 
important finding and relates to ‘sunk costs decisions’ in the child development 
theory; younger children have been found to struggle to sink time into decisions to 
receive a better outcome over an extended period of time (Klaczynski & Cottrell, 
2004) (see chapter 1.6.1.3). The findings in data set iv elicited that the younger 
children prioritised their own needs outside of CAMHS, whilst the children in data set 
v were able to prioritise their own needs in CAMHS. The children in data set v 
demonstrated the ability to understand that working in CAMHS, can help them with 
their difficulties in their home life. This illustrates the developmental changes in the 
child’s ability to transfer learning from one environment to the other (see the 
discussion in chapter 1.6.1.3). When moving across from the microsystem to the 
mesosystem and incorporating two or more environments at a time (Bronfenbrenner, 
1979), older children are more likely to be able to transfer learning than younger 
children. The children in data set v had an understanding that support from CAMHS 
can cross ecological systems; they were able to prioritise the appointments in 
knowing this would be helpful to them.  
 
The children in data set v further demonstrated more self-agency in their 
appointments and were more specific about how their own needs could be met. This 
was particularly evident from C6, whose quote in the ‘structure’ code, drawn under 
the category of ‘inclusion’ and the wider category of ‘what keeps me engaged’ stated 
 
“I decide whether my dad comes in. I usually say now- I want to talk about  




However not all children in data set v felt that they had the same level of decision-
making autonomy, with some children suggesting that they weren’t always the main 
decision-maker. Under the ‘decision-making’ code, drawn under the category of 
‘inclusion’ and wider category of ‘what keeps me engaged’ C5 suggested 
 
“We might get the decision on your own if parents are not there” (27-C5). 
 
The differences in the decision-making autonomy highlight the range of 
developmental stages within the data set v, with some children feeling more 
empowered to be involved than others. Understanding how these differences 
develop and why some children feel more empowered will offer a better insight into 
how CAMHS can provide a more consistent approach to how children can be 
involved in decisions.  
 
The prioritising theory had the most codes attached to it from both data sets iv and v, 
in comparison to the other theories. This evidences that the children have the most 
influence on this theory. This aligns with the child development theory, in that 
children aged 8-12 years are focused on seeking their own needs being met, and 
prioritise themselves (Piaget, 1964 & Klaczynski, 2004).  
 
In data set vi, the parent focus group for 8-10-year-olds, the theory had a focus on 
‘attending CAMHS’ akin to the children in data set iv. Data set vi participants 
described fears about CAMHS professionals judging them as parents. For CAMHS to 
help parents to support and manage their child’s behaviour in a non-judgemental way 
was important. Parenting transcends the microsystem and mesosystem within 
Bronfenbrenner’s theory (1979), as the child is directly impacted by their parents’ 
parenting style. Intergenerational parenting cultures (rules and values of parenting 
that have been passed down from generation to generation) transcend higher 
ecological systems and provide the foundation for current parenting rules and values. 
In data set vi, the parents particularly valued being accepted and validated. A3 
shared that,  
 





was supportive to hear, and validate their experiences of being a parent. This quote 
was developed under the code of ‘acceptance of parental feelings’, and was drawn 
under the category of ‘acceptance’ and further the wider category of ‘attending 
CAMHS’. The priority of validating feelings could be matched to the sense of 
belonging and connectedness as highlighted in data set iv, establishing introspective 
connections in prioritising between the two data sets.  
 
A code of ‘CAMHS’ was developed from the parents in data set v. This code was 
drawn under the category ‘access to’ and the wider category of ‘attending CAMHS’. 
The process of accessing CAMHS was described by parents as ‘challenging’, with 
the parents feeling the system did not prioritise them. A2 explained 
 
“At the time of going to the GP, you think you are getting nowhere” (55-A2). 
 
The lack of prioritisation on getting ‘the right help at the right time’, which is 
emphasised as one of the ten principles for carer’s in the NHS (NHSE, 2020), was a 
frustration held by the parents in data set vi. A2 further described the process of 
accessing CAMHS as 
 
 “We are fighting for appointments at CAMHS” (56-A2), 
 
which suggests the system is a metaphorical ‘battlefield’. The efforts invested by 
parents in accessing CAMHS, asserts parents to control their priorities when access 
has been achieved. This includes the parental expectation of the care and treatment 
that will be offered to their child. Understanding that parents feel that they are on a 
metaphorical battlefield, the role of the clinician is to help parents transition from the 
battlefield to the therapy room. This phenomenon transcends the macrosystem, 
exosystem, and mesosystem concurrently; although the child is not an active 
participant, the frustration felt by parents will impact on the child and parents’ 
experiences of care (Bronfenbrenner, 1979). Should access to care be easier and 
more timely; parents will prioritise differently. This will reduce the level of control 
parents assert. However, the parents would need to ensure that their child was 




under the ‘consent and decision-making’ category and the wider category of ‘what 
happens in session’, if parents felt that their children were not receiving the right care 
 
“There is a cut off where you have to step in” (3- A4), 
 
to ensure that their children received the care expected by them. To prioritise the 
right care, parents wanted information to help them understand what CAMHS is and 
what CAMHS priorities are. The ‘fight’ that parents have had in accessing CAMHS, 
instinctively compels them to control the decision-making, as they do not want to lose 
what they have fought to access. When CAMHS has been accessed, there is 
minimal provision of information for parents, children, and families. Parents do not 
know what to expect from CAMHS, how CAMHS operates, or how their children will 
get support. In the ‘understanding’ code, drawn under the category of ‘access to’ and 
the wider category of ’attending CAMHS’,  A3 suggested that  
 
“A welcome pack so they give a sense of being part of something. This is what 
you might see, this is where you are going to be, this is what might happen” 
(81-A3), 
 
would be a helpful resource for parents and children to better understand CAMHS, 
and for them to be able to prioritise their care in an informed way. 
 
A final key aspect to the prioritising theory for data set vi was developed under the 
code of ‘safety’, this code was developed under the category of ‘decision-making’ 
and the wider category of ‘outside the session/ consequential’. Reflective of data set 
iv, where it has been determined that children struggled to transfer learning across 
their environments; the parents in data set vi further acknowledged this from their 
own perspectives, which is a key priority in their child’s care. As detailed in the child 
development theories (Piaget, 1964; Bronfenbrenner, 1979 & Klaczynski, 2004), 
younger children have limited awareness of their environment and impact within it, 
placing the children firmly in the microsystem (Bronfenbrenner, 1979). A5 affirmed 





“Consent for treatment/ medication would have to be balanced with the safety 
of the environment” (13- A5) 
 
There are many incidents of mirroring in the prioritising theory between data set iv 
the 8-10-year-old children and data set vi, the parent focus group of children the 
same age. The mirroring incidents include acceptance, connectedness, 
environmental impacts, and the need for personalisation. 
 
The parents in data set vii, the parent focus group of 11 and 12 year olds, described 
a vastly different experience to their counterparts in data set vi in respect to the 
prioritising theory. Data set vii parents’ experiences were that CAMHS prioritised 
their children’s needs over their own. A code of ‘treatment/ care planning’ emerged, 
which was drawn under the category of ‘progress’ and a wider category of 
‘overarching’ considerations. The parents shared their frustration of feeling excluded 
from being involved in the care of their children. A7’s description of,  
 
“CAMHS are focused on providing help for the child, not the parent” (139- A7), 
 
supported the view that the parents in data set vii felt their children were prioritised to 
the cost of their own exclusion. The parents described the negative impact this had 
on the progression of treatment, with A8 explaining, 
 
“The parent may see the therapeutic benefit of something but it might be 
painful- they [the child] might want an easy option- nice casual chat” (22-A8). 
 
This quote from A8 was developed under the ‘parents over children’ code, which was 
drawn under the category of ‘need’ and the wider category of ‘attending CAMHS’; 
illustrating how at times parents may see the benefit for a child to attend CAMHS, 
whilst the child may not. The parents in data set vii felt they had little opportunity to 
influence any drift from the overarching plan of care because the clinician was 
prioritising the child’s agenda and the parents were excluded. The parents further 
stated that they did not have a clear understanding of the overarching plan of care 
because the children’s agenda was being prioritised. Parents felt that this was further 




environment. This left parents’ feeling excluded, not only in the appointments with 
their children but also feeling helpless in supporting their child in the home 
environment. The code of ‘helping’, which was drawn under the wider category of 
‘outside the session/ consequential’, included what parents felt they needed to help 
their child. A9 shared 
 
“I'm not really sure what I'm supposed to be doing on a daily basis” (87-A9), 
 
concerning helping their child at home, which clearly illustrates parents not being 
offered strategies to support their child. The irony from the findings was that the 
children in data set v can ask for help from others with regards to their decision-
making in CAMHS. Data set v wanted their parents and other adults to help them in 
their decision-making. Despite this, the parents in data set vii did not feel involved in 
their child’s care and were not asked to support their children. This phenomenon is 
representative of Bhaskar’s duality theory (2014), in that the help being offered by 
parents is not being utilised by the clinician, and thus creating an absence. This is 
further represented in that the children in data set v are able to move between the 
microsystem and the mesosystem, but the parents are not able to follow their child in 
offering support toward their care because of the absence being created 
(Bronfenbrenner, 1979). By default, this shifts an emphasis on children having to 
support themselves outside of CAMHS, as parents do not know how to support their 
children; this could become burdensome to the child.  
 
Parents did feel that their input should be prioritised and made the following 
suggestions of when parents could be involved, which needs to be considered in 
practice. These suggestions were developed under the code of ‘parents’ voices’, 
then drawn under the category of ‘hearing voices’, and then under the wider category 
of ‘what happens in session’. A7 suggested, 
 






which could help allow both the parent and the child to have involvement in the 
appointment. Currently, there are not any clinical guidelines that define how and 
when clinicians should involve parents in their child’s care. 
  
Parents shared a sense of being disconnected from the system, CAMHS, and in 
some respect, their own children. The systemic and organisational shift in cultural 
values and the inconsistency across the system will directly impact children’s 
involvement in healthcare. When the priority on accessing CAMHS is burdened on 
the parents to negotiate; once CAMHS has been accessed, CAMHS has a priority 
and focus on empowering the child to make the decisions and consent to care. This 
disparity will be burdensome for both parents and children if professional support 
does not realign this shift between the system and CAMHS. A more consistent 
approach is needed in how the system manages and prioritises parents’ and 
children’s needs.  Parents are critical to children’s lives and are the key enabler to 
helping their children, and yet there is a dearth of research on how CAMHS can 
prioritise the involvement of parents to optimise children’s involvement and rights. 
This is an area for further research. Parents must be able to move through the 
ecological systems and continue to support their children. Services and clinicians 
must prioritise meaningful involvement and upskill parents in supporting their children 
(Bronfenbrenner, 1979). 
 
Parents did feel some relief in having accessed CAMHS, despite the challenges. 
Under the code ‘CAMHS’, which has been drawn under the category of ‘access to’ 
and the wider category of ‘attending CAMHS’, A8 illustrates the relief felt by parents 
in stating 
 
“I have waited 2 years to get here, I want to be told where we are going, it’s a 
big weight lifted off my shoulders” (123-A8). 
 
It would be helpful if there were consistent ways to prioritise parents and children in 
the decision-making and consent processes in CAMHS. It is clear from the 
discussions about the prioritising theory, that many priorities need addressing, and all 
should be included where possible. Parents will continue to pursue meeting their 




priorities, a more inclusive culture could be developed. Children must not be 
burdened with weighted decisions. Under the code of ‘involvement’ and drawn under 
the category of ‘decision-making and consent’, further drawn under the wider 
category of ‘what happens in session’, A9 felt, 
 
“They are still very young at 12 to make every single decision....it’s not like 
they are 15, 16 or 17 (years old)” (21-A9) 
 
It is observable from this quote, that parents are happy for children to make some 
decisions, but this has to be consistent with what parents want for their children too. 
Excluding parents from the decision-making process will create a mismatch in 
priorities and subsequent delays in treatment progression. To maintain children’s 
involvement, this needs to be balanced with the inclusion of the parents. Should this 
not be achieved then a battle of priorities will be observed and inconsistencies will 
remain. 
 
The prioritising theory itself transcends all the ecological systems in 
Bronfenbrenner’s ecological systems theory (1979). The prioritising theory is 
developed through many codes; however, the more prevalent ones have been 
discussed. The prioritising theory has connectedness and acceptance as important 
threads throughout all data sets. The need to balance child and parent relationships 
alongside inclusion, personalisation, and exclusion is evident from the findings. The 
prioritising theory is intrinsically linked to the knowing and navigating theory and 
when change occurs in one theory, it will produce action and change in the other 
theory, relative to the chronosystem (time) (Bronfenbrenner, 1979). An example here 
would be if a clinician balanced the engagement between a parent and a child in 
collaborative care planning, the parent’s priority would change, which would produce 
action and change in the knowing and navigating theory, relative to this aspect of 
care provision. ‘What happens in session’ and the subcategory of ‘hearing voices’ 
have the most attached codes within the prioritising theory for all data sets.  This 
finding is represented in the shared aspect of the diagrammatic representation of the 

























3.7.1 The prioritising theory and its relationship with the current literature. 
The search strategy for this review can be viewed in chapter 2.15.10.5 page 113. 
The prioritising theory is the third iterative review in this thesis. The search retrieved 
several articles. On initially reviewing the articles through title and abstract, many of 
the articles were discarded due to the lack of relevance of discussing a theory of 
prioritising. There were 14 articles included in the full read stage; of these, 11 more 
were discarded as they were deemed not relevant. This left three remaining articles. 
The three articles included in the review were all related to Scandinavian healthcare 
(Gordijn & Have, 2013; Sjølie, Hartviksen & Bondas, 2020 & Skirbekk, Hem & 
Nortvedt, 2018). Despite further articles being identified through the ‘berrypicking’ 
technique (Bates, 1989), these were also found to be irrelevant, mainly due to the 
discussion in the articles relating to high-level healthcare prioritisation across 
countries, as opposed to localised, micro aspects of prioritisation, that has been 
evidenced in the prioritising theory for this study.  
 
Data set v 
What’s happening in the session, transfer of learning, sharing decision-
making, content of appointments, self-agency 
 
Data set iv 






Data set vi 
Attending CAMHS, accessing the system/ CAMHS, personalisation, 
information, safety in the environment 
Data set vii 
What happens in session, overarching care, exclusion (duality), 

















The articles included in the review had a focus on prioritising patient care  (Gordijn & 
Have, 2013; Sjølie, Hartviksen & Bondas, 2020, Skirbekk, Hem & Nortvedt, 2018). 
Two of the studies reviewed the differing priorities of patient care perceived by 
managers and clinicians (Sjølie, Hartviksen & Bondas, 2020 & Skirbekk, Hem & 
Nortvedt, 2018). Neither article referred to a theory of prioritising or used a ‘priority’ 
framework to support the conduct or outcomes of their studies (ibid). One article 
considered the focus of priorities for first-line managers (Sjølie, Hartviksen & Bondas, 
2020); and the other article considered both managers’ and clinicians focus of 
priorities with regards patient care (Skirbekk, Hem & Nortvedt, 2018); highlighting the 
emergence of a multi-level system in prioritising. The multi-level system of priorities 
is a consistent finding in the prioritising theory in this study; this would be inclusive of 
the differing levels of priorities advocated by children, parents, and clinicians in the 
CAMHS appointments. Managers’ priorities with regards patient care, included 
healthcare budgets, patient flow, and navigation through the episode of care, with a 
focus on bed management and discharge (Sjølie, Hartviksen & Bondas, 2020 & 
Skirbekk, Hem & Nortvedt, 2018); whereas the clinicians’ priorities were focused on 
attending to good medical and nursing care (Skirbekk, Hem & Nortvedt, 2018). 
However, Skirbekk, Hem & Nortvedt, (2018) suggested more importance was placed 
on managers’ priorities over clinicians and declared the priorities of the clinicians as 
endangered. A lack of agreement on how to set healthcare priorities will continue to 
impact clinical care. The underpinning theory developed in this study would support 
the agreement in needing to set priorities. This is evidence of the significant 
contribution the development of the prioritising theory in this study adds to the current 
healthcare literature. 
 
The third article included was an editorial by Gordijn & Have (2013), this discusses 
the reasons why priority setting is so challenging. The article references high level 
healthcare prioritising, and relates to the changing demographics of countries 
hindering the process; this is inclusive of the majority of healthcare finances being 
used to support the aging population of the world. Gordijn & Have (2013) do refer to 
many other theorists that have explored prioritising healthcare internationally, mainly 
with little success, but one study by Hoffmann (2012), did refer to the importance of 




participatory strategy would complement the prioritising theory described in this 
study, in that it places patients at the centre of care. 
 
There was only one framework referenced in the literature which was ‘berrypicked’ 
through the Skirbekk, Hem & Nortvedt, 2018) article. The article  (Kapiriri, Norheim & 
Martin, 2007) utilised the ‘accountability for reasonableness’ framework which 
includes four conditions of ‘relevance, publicity, revisions and enforcement’ which is 
a framework originating from Daniels & Sabin’s (2002) book on allocating healthcare 
resources fairly; again, this was a high-level strategy framework and not applicable to 
the prioritising theory in this study.  
 
This review has elicited that there are high-level theories to support high-level 
healthcare prioritising; it further elicited the lack of focus in any prioritising theory 
from a micro perspective, particularly in the engagement aspect of clinical practice. 
The development of the prioritising theory on a micro level in this study is a 
significant finding and contribution for health and social care research. 
 
3.8 Knowing theory 
For data set iv, a code emerged of ‘parents attending (despite their children not 
wanting to)’ and was drawn under the category of ‘feelings’ and under the wider 
category of ‘attending’. Although these quotes were also highlighted in the prioritising 
theory, these were focused on prioritising time; whereas, in the knowing theory, it 
related to how the child knows their own feelings, C1 reported, 
 
“I guess it was just because I didn’t want to come- I was annoyed- I would 
literally run” (12-C1). 
 
C1 struggled with knowing why they were being asked to attend CAMHS, and 
because of the not knowing, C1 felt disconnected and wanted to avoid the feelings 
they were experiencing, and therefore ran away from that feeling. The ecological 
system related to children’s feelings will be within the individual themselves and the 
microsystem, although children’s feelings will be impacted by other systems 




than one system, such as difficulties that are happening at home are being talked 
about in CAMHS.  
 
The ‘differences’ code was drawn under the category of ‘language’ and the wider 
category of ‘what happens in session’. Language and communication are viewed as 
the ‘therapeutic glue’ that connects everything and everyone within CAMHS, and so 
the level of language and its articulation must be pitched correctly to be inclusive for 
children. If language is not pitched correctly, then this can cause significant ruptures 
in care (Bell & Condren, 2016). Knowing how to talk to a child and translate the 
jargonistic medical language in CAMHS, is an important skill in connecting and 
including children and families. It is critical for children to feel involved in the 
appointment. C1 described how this was not performed adequately, and how they 
had to make their own adjustments to understand what was being said in the 
appointment. C1 shared, 
 
“I would find out what the words meant afterwards. I didn’t feel I could ask (for 
clarification)” (23-C1). 
 
This demonstrated that C1 did not understand the language being used. If children 
do not know what is being said, they are excluded from the conversation because of 
this. Children will be disempowered and disengage from the process and it will 
alienate the child from decision-making and consent processes. 
 
The code of ‘personalisation’ emerged again for data set iv. This was drawn under a 
category of ‘inclusion’, and a wider category of ‘what happens in session’. In the 
knowing theory personalisation was bespoke to the individual children and them 
knowing what they liked to do in appointments to keep them involved. C2 found that 
 
“Talking about my strengths” (25-C2), 
 
was really helpful and C3 shared that  
 





helped to share information in a more fun way than just talking. This helps improve 
the involvement of children in the appointment. 
 
Within the knowing theory data set iv participants were able to demonstrate being 
more aware of their environments, more so than in the prioritising theory. The 
children felt that they had acquired knowledge through attending CAMHS and were 
able to share this with others. The ‘advising others’ code, drawn under the category 
of ‘decision-making and consent’  and the wider category of ‘what happens in 
session’,  C1 was able to advise, 
 
“Don’t choose bad decisions…what would it be like in their shoes. CAMHS 
 helps me make the right decisions” (20-C1). 
 
This statement evidences the impact of the chronosystem in respect of child 
development (Bronfenbrenner, 1979), in that C1 has been able to develop their 
learning and understanding over time (chronosystem) and is now able to share 
information across ecological systems. This statement further demonstrates the 
ability of this child to consider their external environment, which was lacking in the 
prioritising theory. Data set iv, had the fewest codes attached to the knowing theory. 
This is viewed by the researcher as a reflection on the acquired knowledge the 
children would have in respect of their developmental stage. In knowing this, the 
onus will be placed on the clinician to ensure knowledge is shared with children to 
develop their influence within this theory. This will positively impact on their 
involvement in decision-making and consent processes. 
 
Data set v, the older children’s focus group, had a significant code emerge of ‘advice 
and hindsight’, this was drawn under the category of ‘content’, and the wider 
category of ‘what happened in session’. This code had the most quotes attached to it 
for data set v across all of the theories. Under this code, C5 shared, 
 
“Don’t be nervous, it will be alright. You can ask to stop or change the  





C5 illustrates the development in the knowing theory, which would be supported 
through the chronosystem (Bronfenbrenner, 1979), akin to C1 in data set iv. The 
children can share their views and experiences with others, looking wider than their 
individual system. 
 
Under the code of ‘who decides’, which was drawn under the category of ‘decision-
making and consent’, and the wider category of ‘what happens in session’, children 
had described their knowledge of making decisions and how this process worked. C7 
explained, 
 
“Me and my mum both make the decisions, this should happen more” (32-C7). 
 
There was more than one child that described sharing the decision, with C8 further 
describing,  
 
“Sharing the decision together” (33-C8), 
 
as being helpful for them. The children knew they could be involved in decision-
making and that they could consent to aspects of care. There was a range of 
knowing as to how children managed this task.  
 
The final aspect of the knowing theory for data set v was building on the sharing 
aspect of the theory. The code of ‘what helps’, which was drawn under the category 
of ‘progress’, and then drawn under the wider category of ‘what happens in session’, 
includes the specific interventions that the children found helpful for them, C5 
suggested for them that, 
 
“Getting help around decisions is helpful” (13-C5). 
 
This relates to children not feeling burdened by the weight of a decision and getting 
others to help in such instances. It is important to ensure that children are supported 






The knowing theory for data set v is influenced by the children’s ability in knowing 
how they want CAMHS to support them, and what is helpful in session. The 
children’s understanding of sharing knowledge, demonstrates their movements 
between the microsystem and the mesosystems, managing multiple environments as 
an active participant, showing clear differences between the children’s focus groups 
(Bronfenbrenner, 1979). 
 
Data set vi, the parent focus group, had a significant code of ‘understanding’. This 
was drawn under a category of ‘decision-making and consent’, and a wider category 
of ‘what happens in session’, before being drawn under the knowing theory. 
‘Understanding’ was related to the parent’s views on what their children knew with 
regards to consent as a concept. A6 described their child C4 as, 
 
“C4 understands he needs to give permission for things to happen”  
(21- A6), 
 
and similarly, A2 shared,  
 
“Consent is him giving his permission to say personal things about himself” 
(27-A2). 
 
The parents felt that their children did know the concept of consent. Whilst some 
children may need some help in improving their knowledge, there was not any parent 
that refuted children aged 8-10 years understood the meaning of consent. This 
important acknowledgement needs to be harnessed to develop future involvement of 
children in their own healthcare and ensure children’s rights are upheld (UNCRC, 
1989; Human Rights Act, 1998 & Children Act, 1989).  
 
The next significant code was ‘familiarity’, this was drawn under the category of 
‘preparedness’, and the wider category of ‘what happens in session’. Parents felt that 
it was important to have some level of ‘familiarity’ and connection to the CAMHS 
service. There was a sense of parents not being familiar, not knowing what to expect, 




2014). By knowing more about CAMHS and becoming more familiar, this would 
improve the connection parents were seeking. A6’s comment of, 
 
“Understanding CAMHS is not just sitting at a desk or chair- that it’s  fun” (79-
A6), 
 
is a fundamental understanding that children need to be aware of. Most healthcare or 
medical appointments are usually in a formal setting, helping children become more 
familiar with what would be expected in CAMHS, and how they will be involved, will 
be important in engaging children. This needs to start before their initial attendance, 
which is referred to in the prioritising theory for data set iv. A3 felt that this could be 
achieved by CAMHS providing 
 
“Written information, a little bit of structure around how long you might be 
attending for” (82-A3), 
 
which would enable children and parents to become more familiar with how specific 
CAMHS services would involve them. Knowing how to manage parents’ expectations 
is paramount in reducing their anxieties. Managing expectations and preparing 
parents for what they need to know about CAMHS will help parents become more 
relaxed in the appointment. It will positively impact the balance of the conversation 
and inclusion in the appointment. This will further positively impact the knowing 
theory as their ‘knowing’ will be improved with increased familiarity. The parents’ 
focus in the appointment will then shift to something different. This will improve 
connectedness, acceptance, and personalisation, which are the shared experiences 
of all data sets in the knowing theory, and will consequently improve involving 
children in their own care.  These phenomena would be developed in the 
macrosystem, as it will necessitate the development of cultural values in supporting 
and preparing children and parents in attending CAMHS (Bronfenbrenner, 1979).  
 
The metaphorical battleground is demonstrative of a dysfunctional system. ‘Access 
to services’ was a code that emerged which was drawn under the wider category of 
‘the system’. Parents not knowing how to access services was a frustration for them 




“It has taken us two years to get here through various things we have had to 
try” (54-A3) 
 
Parents explained that there were no clear routes to accessing the right services for 
their children, and not knowing how to access the right service for their children was 
challenging for them. When the parents did feel that they had reached the right 
service, then parents protected this access by controlling the situation. Evidence of 
this is from A2, who states 
 
 “ I have got my foot in the door- I do speak to workers” (52-A2). 
 
Parents not knowing how to access services has a direct impact on what happens in 
the appointment and subsequent decision-making and consent processes. 
 
As in the prioritising theory, the knowing theory for data set vi, the second parent 
focus group, had codes emerge under environmental safety. The codes that 
emerged included ‘understanding’, ‘danger/ harm to self or others’, and ‘helping 
outside of CAMHS’. These three codes were drawn under the wider category of 
‘external impacts’. The environmental safety of their children is really important to the 
parents. This appeared to be concerning the risk to the child themselves. The 
parents reported that the behaviour their child presented with also posed a risk to 
other family members. A5 reported 
 
“Our son is definitely not aware of the consequences of his actions” (40- A5), 
 
which is suggestive that parents have to be aware of the consequences for him, in 
the absence of the child doing this for himself. What is interesting is that parents in 
data set vi were generally favourable for children making some decisions; however 
when it comes to the parent’s environment, the parents want to ensure that they take 
a lead in this decision-making because of the perceived impact the child’s behaviour 
has on others. One reason for this may be the emotional response to these different 
concepts. In discussing a child consenting to a hypothetical decision, it is not 
affecting the parents directly. However, if it was particular to their own child, then 




consented to a decision that impacted on the environment that includes the parents, 
then the emotional knowledge the parent has about this will influence their 
involvement in that decision. The parents quoted that there was an opportunity for 
their children to learn about consent; however, the same suggestion was not offered 
concerning the environment. This suggests that there is much less flexibility within 
the environment that the parent resides in. The impact of emotional knowledge has 
the potential to disempower children and is an important consideration for this area of 
clinical practice. The emotional knowledge of parents will have a direct and indirect 
impact on children being involved in decision-making and consent processes. The 
parents holding the emotional knowledge will sit across the exosystem, mesosystem, 
and microsystem depending on the direct or an indirect impact on the child 
(Bronfenbrenner, 1979). The indirect impact of emotional knowledge can be 
explained in the following example- An incident that occurred where a sibling broke 
an ornament of sentimental value to the parent; the parent is very upset with the 
sibling, the sibling is reprimanded and sent to their room. The child will not be able to 
play with their sibling and thus emotional knowledge has had an indirect impact on 
the child.   
 
Data set vii, the second parent focus group, had influence within the knowing theory 
and this was significant in the ‘what helps, treatment/ care planning’ code, this was 
drawn under the ‘progress’ category and the wider category of ‘what happens in 
session’. This code was focused on absences for the parents. An absence of 
knowing, an absence of not working together and, an absence of planning. A9 
suggested that, 
 
“Something that gives you information about what’s been happening, what’s 
been actually happening with his care and where you are going with this (38-
A9), 
 
would be helpful to keep A9 informed as to what their child’s care looks like. Parents 
remained concerned about their lack of input in the planning of their children’s care. 





“They (children) don’t understand the therapeutic process of where they are 
going (4- A8). 
 
This quote indicates that the parent does not believe that their child knows about the 
overarching therapeutic concepts. The parent suggests there is an absence of 
knowing, and this questions the child’s ability to make decisions or give consent 
about this. In ensuring that consent is a process, the clinician can help the child to 
acquire knowledge about the overarching concepts and subsequently help the child 
to form a view. By supporting children to do this, it will maximise the child’s rights. 
The concept of maximising children’s rights in helping children form a view spans all 
of the ecological systems. The above process will demand time, changes in cultural 
and societal values, the development in clinicians’ knowledge base and skills, and 
the development of resources used to support children’s involvement 
(Bronfenbrenner, 1979). 
 
The ‘differences’ code under the ‘perception’ category, and the wider category of 
‘what happens in session’, is critical for the knowing theory. The parents’ and child’s 
knowledge of the child’s presenting difficulty can be perceived very differently. This 
causes conflict within the knowing theory, specifically in the involvement in decision-
making and consent processes. A9 references,  
 
“We can sit there for a whole hour and C9 has gone through his whole week 
and I’m like- no that’s not what happened” (41-A9). 
 
The power in any situation, where a child is involved, will sit with the adults in the 
room, see chapter 1.2.1. However, it is important to distinguish the differences in 
perception as being equally valid for both the child and the parent. Parents will only 
experience the impact of their child’s presenting difficulties on themselves; this could 
be considered as a proxy impact, whereas the children will be directly impacted by 
their own presenting difficulties. We refer back to the discussion on emotional 
knowledge, p158. The emotional impact of the child’s presenting difficulties on the 
parent will be informed by the knowledge they are using to understand what is going 
on for their child; whereas the child, on the other hand, maybe struggling, but feels 




Parents can be impacted more significantly by the child’s presenting difficulties, and 
because of this, parents can view their child’s perception as skewed; when in fact 
they are simply different. The expectations and understanding of knowing how the 
child’s presenting difficulties could be managed will differ between the child and 
parent. There is a paucity of research on how to balance these views. Being 
accepting of all views is important when working with children and their parents. If the 
treatment options do not align with perceptions, then the engagement and motivation 
will be reduced. These challenges sit within the mesosystem and microsystem and 
directly affect the child (Bronfenbrenner, 1979). 
 
The ‘support’ code, which is drawn under the ‘inclusion’ category, and the wider 
category of ‘what happens in session’, emerged as a significant code. The ‘support’ 
code relates to how parents know how to support their children, and how parents are 
involved by the clinician to do this. A9 referred to her experience and wondered  
 
“What are all of these records she’s [the clinician] holding in her hand, I know 
nothing about them, who have they spoken to?” (83-A9). 
 
A9 felt a sense of not knowing what information was being held about their child. A9 
did not know how they were meant to be helping their child. Information needs to be 
shared with parents in offering clarity in how CAMHS involves parents, supports 
parents to help their child, and keeps parents updated on progress. Parents want to 
know more about how to get access to the right treatment offer and know it is 
working for their child. Parents’ knowing about their child’s care and how to support 
their child, is a key inclusion in the knowing theory. 
 
Again the challenges presented by the system were a substantial influence in the 
knowing theory from data set vii. The knowledge that children do not sit in isolation 
and need a systemic approach to care and treatment means that they cross several 
ecological systems. Systems need to work together to provide coherent and holistic 
packages of care (Bronfenbrenner, 1979). In the ‘supporting parents’ code, which 
was drawn under the wider category of ‘the system’, the parents in data set vii, 





“I went to every charity possible saying how do I help my child?- they said go 
to your GP, they said go to social services....they won’t do anything. No one 
would give me any guidance” (132-A8). 
 
However, despite the numerous negative comments, there were some positive 
aspects where the system had worked well for the parent and child, with A7 sharing,  
 
“Knowing that he has got support from the MAT workers helps” (139-A7). 
 
Knowing the system and how to access relevant information is important to parents. 
The not knowing proves very challenging and is a distraction from obtaining the right 
help for their child. If the system worked together and helped parents to know how to 
access CAMHS with ease, and at the right time, this will positively impact what 
happens in the CAMHS appointments. The flaws in the system have a direct impact 
on children’s involvement in decision-making and consent processes in CAMHS. The 
lack of provision of information available across the system for parents to access the 
service is the biggest challenge in the knowing theory. If parents acquired this 
knowledge, it will reduce parents’ assertion of control once accessing CAMHS. 
Parents have been desperate to reach CAMHS. The cumbersome and challenging 
journey to reach CAMHS means that parents want to keep control of the process to 
ensure that their children receive the treatment and care they expect. Having a 
productive and connected system will enable parents to relinquish some of the 
control and be less demanding on the therapeutic offer. 
 
The knowing theory has illustrated that all four data sets are focused on the ‘what 
happens in session’ category. There are some clear connections and relationships in 
decision 
-making, emotional knowledge, personalisation, preparedness, and supporting 
parents. These are fundamental in the development of the knowing theory. Figure 22 


























Figure 22: Diagrammatic conceptualisation of the knowing theory. 
 
3.8.1 The knowing theory and its relationship with the current literature 
This fourth iterative literature review pertaining to the knowing theory elicited the 
most number of articles in the search and identified 7656 articles of relevance. This 
is partly due to the search term ‘know’, as this would have elicited a large number of 
irrelevant articles. Further, ontology, and how we know, what we know, is a 
significantly developed theory within research and existential domains (Denzin & 
Lincoln, 2018). It is important to understand ontology and how it informs the 
understanding of clinical practice, however, for this review, specific theories relating 
to the findings of the knowing theory in the study were the focus. 18 articles were 
included in a full read-through for relevance to the knowing theory, however, 11 were 
discarded due to the lack of focus. Three main theories that were elicited from the 
remaining 7 articles, these were the  
 
 1) Royce’s three ways of knowing (Royce, 1964 & Diamond & Royce,1980) 
Data set v 
 
What’s happening in the session, decision-making, sharing advice to others 
 
Data set vi 
What’s happening in the session, decision-making, preparedness, emotional 
knowledge, familiarity 
Data set vii 
What happens in the session, perceptions, lack of balancing views (duality), 












Data set iv 
 
What’s happening in the session, language, preference, personalisation 
 





 2) The theory of knowledge transfer (Aita, Richer & Héon, 2007) 
 3) Carper’s fundamental ways of knowing in nursing (Carper, 1978). 
 
It is acknowledged that aspects of more longstanding theories such as Buber (1958) 
and Kuhn (1962) informed the development of these three main theories, however, 
these appear to be from a more existential and philosophical perspective and so 
have not been reported on as discussed in the introduction. 
 
Royce’s (1964) three ways of knowing are encapsulated as rationalism, empiricism, 
and metaphorism. These concepts are considered ‘third order’ ways of knowing. 
These are broken down into ‘first order’ ways of knowing, which include aspects of 
language and memorisation, which would be relatable when working with children in 
an appointment and why the article was included in the review. Royce (ibid) has not 
specifically considered these first order ways of knowing with the micro aspects in an 
appointment. Rationalism is described as a person viewing their knowing through 
their commitment to rationality; this view would be determined by its consistency with 
logic. Empiricism is akin to positivism, in the search for validity and reliability of 
knowing. Metaphorism is about knowing from an abstract, universal and symbolistic 
perspective (Royce, 1964, Diamond & Royce, 1980). These three ways of knowing 
are important aspects to consider in the knowing theory in this study, in defining 
ways in which children and families can know. However, Royce’s theory is limited in 
its ability to be used in the interpersonal elements of the knowing theory in this study. 
McCabe (1984) in her review, discussed three ways of knowing too, looking at 
Buber’s (1958) I thou relational theory, Gibson’s (1977) critical realist affordance 
structures alongside Bruner’s et al., (1962) categorical ways of knowing. These ways 
of knowing appear similar to Royce’s (1964) ways of knowing, although McCabe 
(ibid) had not referenced Royce directly; but McCabe did explore more specifically 
the interpersonal and relational ways of knowing.   
 
The theory of knowledge transfer (KT) is an established theory, that is anchored in 
social sciences, psychology, and education. It refers to how knowledge is transferred 
from one domain to another and has been specifically used to the translation of 




not, to date, been considered with regards interpersonal KT within a clinical setting, 
between a clinician and child for example; however, the principles of this theory are 
important. Understanding how KT informs the clinician in an appointment, to 
determine that knowledge has been transferred to a child, will be key to developing 
the child’s capacity for involvement in decision-making and consent processes; and 
develop a broader focus for KT in clinical practice (Armstrong et al., 2006). 
 
Carper’s (1978) fundamental ways of knowing in nursing are referenced as empirics, 
which relates to the science of nursing, esthetics which relates to the art of nursing, 
personal knowledge, which relates to the inter and intrapersonal aspects of being a 
nurse, and ethics which is related to moral and value based knowledge. Carper’s 
(Ibid) theory of knowing is a well-used theory in nursing, which helps inform nurses’ 
in understanding their practice. There have been several theorists that have 
suggested other areas of knowledge in nursing need recognition, these include 
clinical judgement (Estabrooks,1999); theoretical knowledge (Fawcett et al., 2001); 
intuition (Jennings and Loan, 2001) and, tacit knowledge (Polanyi, 1966) who 
explains this as ‘we know more than we can say’.  
 
The esthetics aspect of Carper’s theory would be the most akin in understanding the 
interpersonal and intrapersonal aspects of the knowing theory in this study. Carper 
does not dictate boundaries of the esthetics aspect of the theory, and so could be 
translated and inform the knowing theory of this study. There have been attempts to 
measure nursing knowledge (Durepos et al., (2018), which would help establish the 
efficacy of the knowledge shared, however the measurement of knowing remains in 
its infancy. The knowing theory in this study offers a positive addition to Carper’s 
theory, in particular, the minutia of the phenomena experienced in an appointment 
with a child. The knowing theory in this study has further elicited empiric, personal, 
and ethical knowledge as identified in Carper’s theory; however, this is in the micro 
phenomena of the appointment, which Carper’s theory does not provide specifics for. 
The contribution of a theoretical understanding for the relationship management 
between child and parent and clinician, and the critical aspects of the minutia 
experienced in an appointment, is what the knowing theory from this study adds to 





What was notable about this review, was that much of the literature is quite dated; 
with minimal recent developments in the knowing theory. This posits the knowing 
theory in this study, as being a significant addition to the literature, particularly in 
relation to children’s mental health research, and the decision-making and consent 
processes area of practice. 
 
3.9 Navigating theory 
The code ‘language differences’, which was drawn under the category of ‘content’, 
and under the wider category of ‘what happens in session’, emerged as the most 
significant code for the navigating theory for data set iv, the 8-10 years old’s focus 
group. Within the navigating theory, language differences are about how children can 
navigate language in different ways. C3 stated that, 
 
“Sometimes you don’t know how to explain yourself so using pictures is 
helpful” (30-C3), 
 
and further suggested that the adults in the room should 
 
“Not using long words, stop using jargon. Use words I understand” (33-C3). 
 
Communication with children is something parents do every day, however, in 
CAMHS, it is apparent that the language used is not ‘stage’ appropriate for the 
children. This may be for three reasons, the first being that the clinician and parent 
are dominating the appointment and not including the child; the second is that the 
clinician is not able to assess the developmental stage of the child and use the 
appropriate language and level of emotional literacy, and the thirdly because adult 
knowledge structures are being used to solve children’s problems (see chapter 1.4). 
These challenges sit within the exosystem, mesosystem, and microsystem 
depending on the direct and indirect impacts on the child (Bronfenbrenner, 1979). 
 
The next most significant code is ‘inclusion’. This code was drawn under the same 
categories as the previous code of ‘language differences’ (‘content’ and ‘what 
happens in session’). This code was developed through understanding how children 





“My favourite part is getting the marker and ticking all of the questions. I like 
doing that because you can use different colours” (31-C1). 
 
This code indicated that children of this age group like to be creative and have 
appointments personalised to them. Being active in the appointments by using 
worksheets, questionnaires, and empowering the children with some autonomy in the 
appointment, will help navigate positive involvement. These phenomena are 
navigated in the mesosystem, although the indirect impact of this will transcend other 
ecological systems (Bronfenbrenner, 1979). 
 
Children navigating ‘their own time and agenda’ to suit their needs was important to 
them. The children in data set iv demonstrated some ability to navigate two 
ecological system environments at the same time, this being the microsystem and 
the mesosystem (Bronfenbrenner, 1979). This is evident in C1’s response of 
 
“Happy being involved over the phone so I don’t have to leave what I am 
doing (7-C1), 
 
it will be important for clinicians and parents to navigate ways of including children’s 
own time and agenda. This may include navigating more creative ways of 
engagement and moving away from a clinic-centric approach. 
 
Another code that emerged was the ‘decisions’ code. This code was drawn under the 
category of ‘decision-making and consent’, and further drawn under the wider 
category of ‘what happens in session’. This code relates to how children had been 
navigating decision-making in the appointments. C3 shared, 
 
“The CAMHS worker and my mum made a lot of the decisions. Obviously you 
could say, have an opinion. I felt my views were important” (17- C3). 
 
Whilst the children can illustrate how decisions were being navigated, there were 
differences in how the children navigated decisions. The children shared 




feeling supported more than others. Children had previously indicated that they 
wanted to make more of the decisions, emphasising the inconsistency in the 
approach by clinicians. The balance of involvement has to be consistent and can be 
influenced by providing the appropriate resources to improve involvement. 
 
For data set v, the older children’s focus group, the most significant code that 
emerged was the ‘decisions’ code. This code was drawn under the ‘decision-making 
and consent’ category, and the wider category of ‘what happens in session’. This 
code explored how the children navigated the decisions they made within their 
appointments. The children were able to offer advice to others. C5 suggested, 
 
“Don’t always make your own decision. Ask other people because they may 
not find it helpful for you” (29-C5). 
 
This illustrated that data set v children were able to ask others for help in decision-
making if they needed to. This was more apparent in this data set than in data set iv. 
C8 identified,  
 
“You have to agree on stuff (medication) you can say if you want to or not” 
(15-C8), 
 
demonstrating that children were able to consent to medication, but could also say if 
they did not want to choose this as an option. 
 
Data set v children appeared to navigate decisions more readily and were able to 
demonstrate the use of their autonomy, with little assistance required from the adults 
in the room. By asking adults in the appointment to help navigate the decision-
making, helped reduce the burden of responsibility for the decision.  
 
In the ‘advice and hindsight’ code, which was drawn under the same category and 
wider category as the ‘decisions code’ (‘decision-making and consent’, and ‘what 
happens in session’), the children offered advice around managing the appointment 





“Don’t bottle things up. Talk out loud or write it down, get it out” (8-C7); 
 
suggesting that sharing how you feel in an appointment is helpful. C6 further 
described CAMHS as, 
 
“If you hurt yourself, you go to therapy and it gets better. It’s exactly the same 
but with feelings” (25-C6), 
 
in explaining how the function of CAMHS can be helpful to a child. These quotes 
demonstrate the ability of the older children to look beyond their own egocentricity 
and reflect on what might be helpful for others in navigating CAMHS. This further 
demonstrating children’s ability to transcend multiple ecological systems 
(Bronfenbrenner, 1979). 
 
In the emerged code of ‘inclusion/ content’, which is drawn under the category of 
‘content’, and the wider category of ‘what happens in session’, the children discuss 
how they navigate aspects of the conversation. C6 shared that, 
 
“Sometimes it is hard if you talk about a subject, like 'my Mum' (4-C6). 
 
It can be particularly challenging when the subject of a child’s distress is regarding a 
difficult or traumatic subject matter. The child may want support but finds it easier in 
navigating the content of the appointment away from these emotionally evocative 
conversations. With data set vii, the parent focus group of the 11 and 12-year-olds, 
having significant influence in the theories in respect of the overarching care; there is 
a clear opportunity for process ruptures to occur when their child is wanting to avoid 
talking about hurtful experiences, but the parents are wanting their child to progress 
in their overall treatment. This in turn can place pressure on the clinician; the clinician 
may push the child more to talk about the hurtful experiences, only for the child to 
further avoid talking about the emotive subject. This will result in slower navigation of 
the care process or result in disengagement. These challenges within the navigating 
theory need careful management in balancing the care to support both the child and 





The ‘progress’ code, which is drawn under the category of ‘content’, and the wider 
category of ‘what happens in session’, supports the above discussion. With children 
highlighting the more involved they are in the appointment, the more they feel they 
will progress. C8 verifies this with, 
 
“The more I am involved, the more help I get” (6-C8) 
 
It is necessary to consider how parents’ and children’s needs are met in a balanced 
way. This will need many ecological systems to work in harmony for the child to 
progress (Bronfenbrenner, 1979). Understanding the parents’ and children’s 
expectations in navigating care in CAMHS, is paramount to achieving a successful 
outcome. It is the clinicians’ responsibility to assess what the expectations and goals 
are at the beginning of treatment. In navigating care properly, information, direction, 
and balance need to be managed between the microsystem and the mesosystem 
(Bronfenbrenner, 1979). 
 
For data set vi, the parent focus group of the 8-10 year olds, the most significant 
code that emerged was the ‘decisions’ code. This was drawn under the category of 
‘decision making and consent’, and the wider category of ‘what happens in session’. 
The ‘decisions’ code included discussions of who made the decisions and when. A5 
suggested that, 
 
“Consent for treatment/ medication would have to be balanced with the safety 
of the environment” (13-A5). 
 
The environment is a key cause for concern again in this data set. There were also 
decisions about treatment options and feelings from parents, with A2 sharing, 
 
“I am not drugging my child to make my life easier- but you know, I did it” (37-
A2), 
 





Navigating feelings was a really interesting finding; CAMHS involves talking about 
many feelings and from many different perspectives. In data set v, there was a 
reference to the children navigating distressing feelings in conversation, where the 
children were able to steer the conversation toward something less distressing. What 
was found in data set vi, was their children, navigated feelings through action, C4 
illustrated this with her child C1, stating 
 
“I don’t want to be here and pulls his jumper over his head (C1)” (34-A4).  
 
This interesting difference in how children manage their feelings, between data set iv 
and data set v, maps on to the child development theory, in that those children of a 
younger age will manage their feelings in more behavioural ways. 
 
Although the focus groups were relatively small in size, it was still apparent that there 
were several reported relationship difficulties between many sets of parents. This 
generally involved one parent not believing in a diagnosis or not consenting for their 
child to access CAMHS. A2 provided an example of this in the ‘parent differences’ 
code, which was drawn under the ‘feelings’ category, and the wider category of 
‘attending CAMHS’. A2 shared, 
 
“Dad is in denial, he doesn’t believe in autism” (43- A2). 
 
One question that has to be raised here, is whether the conflict between these 
parents had any impact on the child’s presenting difficulties? The literature is 
abundant in evidencing toxic behaviour and environments are responsible for poor 
outcomes in children (Tan & Fegert, 2004). In the child’s microsystem, where the 
child should feel the safest, it is important that warmth, belonging, connectedness, 
and consistency are assured, to aid the positive emotional development of the child 
(Maslow, 1943). 
 
Under the ‘understanding’ code, which was drawn under the category of 
‘expectations’, and the wider category of ‘attending CAMHS’, includes aspects of 




provision and managing expectations will help navigate the expectations more easily. 
A6 felt that a, 
 
“Get to know your therapist session- a more informal visit” (86-A6), 
 
would be a really helpful way to manage some of the expectations. This is somewhat 
related to the ‘inclusion/ content’ code, and how parents felt included in the CAMHS 
appointment. Parents felt this was absent at times, where the inclusion of the child 
was at the expense of the parents’ inclusion. This relates to Bhaskar’s (2014) duality 
theory concerning an absence of interaction toward or from a structure. Some 
parents were able to navigate their inclusion in CAMHS, accessing the support that 
suited them best. For some, this was 1:1 support. A5 felt that, 
 
“Listening, being able to reassure C4” (C2-A5), 
 
was important. Some therapeutic interventions advocate for the work to be navigated 
through the parent to support the child, rather than working with the child directly 
(Cresswell et al., 2017 & Cox, 2021). The clinician needs to know when it is 
evidenced to support a child in this way. 
 
The final code being discussed for data set vi is the ‘structure’ code. This code was 
drawn under the wider category of ‘access to care’. This code relates to balancing 
the inclusion between children and parents. Navigating the structure of the 
appointment is important to maximise the care process. A4 demonstrates how 
navigating the structure can be quite challenging, as 
 
“C1 didn't want me in the room to begin with” (29-A4), 
 
however with the support from the clinician, for both the A4 and the child, C1, A4 
celebrated that, 
 






It is apparent in the ‘structure’ code, that parents are happy to be led by the clinician 
in navigating the appointment.  As illustrated in the code above, parents did share 
some successes in this. 
 
The most significant code that emerged for data set vii, the parents of the older 
children’s focus group, was ‘the system’ code. This code was drawn under the wider 
category of ‘access to care’. This code included the challenges parents had 
managed in accessing and engaging in CAMHS. A7 suggested that the quest for the 
right intervention was based on, 
 
“It’s what I feel he needs, what I want him to have… once those things are in 
place then I can back off” (2-A7). 
 
A7 felt the need to navigate the right care for their child; it was only once that had 
been achieved that A7 felt that they could release the control on the navigation. A8 
shared, 
 
“The system refused to listen to me at all (even when C6 became suicidal)”  
(122-A8), 
 
illustrating the depth of frustration held by parents in trying to navigate the right care 
for their child. Systems are complex organisms made up of many connected 
elements. In navigating any system, there must be an understanding of each element 
and how communication and movement occur between them. Without this 
understanding, navigating the system is impossible. Participant A8’s quote evidences 
the lack of understanding and the inability to navigate the system. When considering 
the microsystem, mesosystem, and exosystem in Bronfenbrenner’s theory (1979), 
the systems are visible, as is the child, the parent, and the health services, that 
would all sit within these systems, but unless there is clarity in how the child and 
parent are to navigate transcending the system; the system remains dysfunctional. It 
is the responsibility of the system, to become a single connected organism in 





The ‘decisions’ code was another significant code that emerged in the navigating 
theory for data set vii. This code was drawn under the category of ‘decision-making 
and consent’, and the wider category of ‘what happens in session’. This code 
included discussions about how parents felt that their children should navigate 
decision-making. A7, in respect of her child, felt that, 
 
“He has been making the right decisions in terms of consent” (17-A7). 
 
However, A9 stated that, 
 
“I did take over a bit because he'd had a really bad week and he'd just 
stopped coming out of his bedroom completely” (97-A9). 
 
These quotes demonstrate some variability in the parents’ beliefs about their 
children’s capability in navigating decisions. It further indicated that parents still 
retained overall control in the decision-making. The navigating of the decision-
making includes varying levels of control from the parents. This may lead to the 
dismissal of the child’s involvement and the parents leading the decision-making. 
Decisions made by the parents alone will continue to have a direct impact on the 
child and will cross the mesosystem and the microsystem collectively 
(Bronfenbrenner, 1979). 
 
A code of ‘knowledge of’, which was drawn under the category of ‘expectations’, and 
the wider category of ‘attending CAMHS’, related to the parents’ expectation that 
CAMHS was the right place to support their child, with A7 reporting, 
 
“There are people there who can help him (C7)”  (143-A7). 
 
The navigation of parental expectations, to provide the appropriate and necessary 
care is important to manage. From the researcher’s experience, the expectations of 
CAMHS provision have historically been exaggerated and analogous to winning 
‘Willy Wonka’s golden ticket’ (Dahl, 2013). There is an idea that CAMHS will manage 
all the difficulties that a child presents with, being all things, to every family, and ‘fix’ 




become more focused in its offer of bespoke evidenced-based treatment packages, 
that are timely, and have goal-based outcomes through the CYP-IAPT agenda 
(MindEd, 2020). The values and culture of CAMHS will sit within the macrosystem 
and are important to be disseminated through the more central ecological systems; 
so that parental expectations can be navigated and managed before accessing 
CAMHS. This again emphasises the importance and provision of available 
information and the impact this has on managing the expectations of parents in the 
culture and values of CAMHS. 
 
The ‘inclusion/ content’ code emerged for data set vii. This code had the third most 
codes attached to it. This code was drawn under the ‘content’ category, and the 
wider category of ‘what happens in session’. This code referred to how the child and 
the parent had been included in the content of the appointment, what was helpful, 
and what was not so. A7 described how,  
 
“C7 preferred it actually, that he didn’t have to go (to CAMHS)” (33-A7), 
 
as the focus of the intervention was on the parent, and so the child did not have to 
attend CAMHS. 
 
“I could go there and be open (without C7 being there)” (44-A7), 
 
 is an interesting observation that participant A7 had about the 1:1 appointments they 
were offered in CAMHS. It had been agreed that the child did not need to attend. A8 
had individual appointments on their own, and their child had 1:1 appointments 
alongside; whereas A9 did not have any individual appointments. A7 recorded the 
most positive experience of inclusion. This demonstrates that parents that had 
individual support and involvement were more positive about their experiences in 
CAMHS. 
 
The final consideration is ‘sharing information’ code. This was drawn under the 
‘content’ category, and the wider category of ‘what happens in session’. This code 
relates to how the parents feel about how the sharing of information was navigated. 





“The clinician always calls me after a session” (81-A8). 
 
However A9 reported, 
 
“I don’t think information is shared well” (47-A9). 
 
The results of this are interesting in that A9 was the parent that did not have an 
individual appointment themselves, and they are the most prominent voice in this 
code. There is a relationship between navigating support for parents, and the impact 
that this has on their experience of CAMHS. By involving the parent in the child’s 
care and managing their expectations, it will ensure information and understanding of 
the processes involved will be known by all and will reduce the propensity for 
ruptures in the process. In the clinician navigating a commitment to equally involve 
the child and the parent, this will maximise children’s involvement in decision-making 
and consent processes. The value and culture of such a commitment needs to be 
redressed in CAMHS. The macrosystem must be influenced through the voices of 
children and parents to address the current inequalities identified in CAMHS. By 
influencing within the higher-order ecological systems, change will be effected in the 
lower systems (mesosystem and microsystem), in respect of maximising children’s 
rights (Bronfenbrenner, 1979). 
 
The navigating theory represents the journey that the child and family make through 
the system to access CAMHS. This includes their journey through assessment, 
treatment and discharge, and their journey post CAMHS. This mirrors the 
chronosystem; the journey can be as long as an episode of care, or as short as a 
response to a question in the clinic room (Bronfenbrenner, 1979). The navigating 
theory reciprocally impacts the prioritising and knowing theory, shifting through time 
and influence. Navigating is dependent on the provision of information and the 
knowing; it is only then that the prioritising can begin. Figure 23 is a diagrammatic 























            
 
         Figure 23: Diagrammatic conceptualisation of the navigating theory. 
 
3.9.1 The navigating theory and its relationship with the current literature 
The navigating theory, the fifth iterative literature review, initially elicited five articles 
for full reading, however in using the ‘berrypicking’ technique (Bates, 1989), there 
were ten further articles that were fully read to establish their relevance for inclusion 
in the review. Nine articles were subsequently included in the review. It was 
noticeable that the research was more recent for these articles and thus illustrative of 
navigating health and social care having current momentum. There are four main 
areas of discussion highlighted in the selected articles, these are the role of the 
patient navigator (Bertoni, 2009; Ciccarelli et al., 2020; Knesec & Hemphill, 2020; 
McMurray & Cooper, 2017; Natale-Pareira, et al., 2011 & Wells et al., 2018); system 
navigation (Bhandari & Snowden, 2012); quality improvement in patient interventions 
(Coulter & Ellins, 2006) and the narrative from the patient voice (Redding, 2013). 
There was only one article that was particular to mental health services (Knesec & 
Hemphill, 2020). 
Data set v 
What’s happening in the session, decision-making/ consent, decisions, 
content, inclusion  
 
Data set vi 
What’s happening in the session, decision-making/consent, decisions, 
content, inclusion, access to care, the system, familiarity, beliefs, 
control 
Data set vii 
What happens in the session, decision making/ consent, decisions , 















Data set iv 
What’s happening in the session,  content, language differences, 
inclusion 
 






Within the articles, there was an abundance of discussion about the role of the 
patient navigator, which has evolved from its initial development in cancer care 
(McMurray & Cooper, 2017; Wells et al., 2018). There were different models of 
patient navigation discussed, including multi-disciplinary team (MDT) models 
(Bertoni, 2009 & Bhandari & Snowden, 2012), patient navigator, and nurse navigator 
models (Wells et al., 2018). The system navigation approach considered how 
technology would help navigate patients to local services (Bhandari & Snowden, 
2012). A suggestion of integrating mental health navigation with primary care was 
also discussed (Knesec & Hemphill, 2020). There were clear benefits to having an 
MDT approach, as this reduced the breadth of system navigation needed for a 
patient. Whilst some elements of these discussions would be helpful for the 
navigating the system in the navigation theory within this study, there was a lack of 
consideration of the involvement of carers, and how navigation could be supported in 
the context of an appointment. 
 
Patient navigator roles are being developed in more areas of practice, illustrating the 
importance placed on these roles. Wells et al., (2018) suggested that there are two 
types of navigators, patient navigators and nurse navigators. The former offering to 
reduce health disparities and the latter offering emotional support and treatment. 
Reducing health disparities is critical to providing equity in care (Natale- Pareira et 
al., 2011 & McMurray & Cooper, 2017) and ensuring patients access the right care at 
the right time, and that patients are not hindered to do so. The newly developed 
keyworker roles for learning disabled children, further attempt to mitigate health 
disparities and support children and families to access the care they need (NHSE, 
2019b). With patient navigators being evidenced to build trust, and empower patients 
and the communities they work with (Natale- Pareira et al., 2011), and increase 
patient satisfaction (McMurray & Cooper, 2016), they are an important role to include 
in clinical practice. Using a theory to underpin their role and responsibilities, will add 
further evidence and guidance in the developing role; the navigating theory from this 
study can provide this. This illustrates the significant contribution of the navigating 
theory from this study and what it adds to the current healthcare literature.   
Nurse navigators offered significantly more treatment support to patients than other 




was considered a key aspect of the treatment support  (McMurray & Cooper, 2017). 
This was also a key topic of discussion in the quality improvement review (Coulter & 
Ellins, 2006). Although there were not any discussions specific to children, the quality 
improvement review (Coulter & Ellins, 2006) did include a further key intervention of 
decision-making. Whilst it discussed training and competencies for the intervention, it 
only referred to the training of doctors and did not refer to how doctors could develop 
competency or capacity, or help navigate decision-making and consent processes 
with a patient. 
 
The patient narrative (Redding, 2013) came from the position of the patient. Although 
this was adult-focused, it helpfully considered how patients can be navigated through 
systems, and their episodes of care, and how the effectiveness of this navigation 
could be measured. The measurement was achieved when ‘I am’ statements can be 
heard from patients, i.e. ‘I am’ fully involved in my care. Having a patient-centred 
navigating system will help ensure the patient is getting what they need from services 
and is in keeping with the child-focused approach within the navigating theory in this 
study.  
 
The review provides helpful detail in understanding the role of patient navigation. 
One significant omission in these articles is the inclusion of an underpinning theory to 
act as a framework to underpin the evidence and guidance. The literature does not 
consider the navigation of micro care, for example, how decision-making is navigated 
and the roles of the clinician or navigator with the patient and carer. The navigating 
theory developed in this study contributes to fulfilling this gap and provides a 
theoretical foundation for navigating children and parents through the decision-
making and consent processes. 
 
3.10 Connections and relationships between the theories 
Through the discussion of this chapter, the reciprocal influential relationship of the 
theories on each other has been a consistent acknowledgement. Table 8 below 
offers an overview of the data sets iv-vii and their relationship with the theories. It 
includes the most prominent categories and codes that underpin each theory. The 
highlighted boxes indicate where the most codes and subsequent influence and 




iv, had equal codes attached to both the prioritising theory and navigating theory 
which is indicated in the table. 
 
The three shared aspects that cross all four data sets are inclusion, personalisation, 
and balancing. Balancing relates to several concepts including autonomy, inclusion, 
power, parental involvement, and safety. Another shared aspect of the theories is 
that the predominant category in each theory, as indicated in figures 21, 22, and 23, 













Table 8 illustrates where the concentration of the quotes and codes are specifically 
focused with regards to the action or inaction in the session itself. Whilst all findings 
are important to consider, the four principle connections (inclusion, personalisation, 
balancing, and what happens in session) are the foremost influencers across all 
theories. If these connections are fulfilled during a CAMHS appointment, then it is 
likely to have the most positive influence on the theories, and subsequently the most 
positive experience for the child and family. The strength of influence can be viewed 
similarly from Bhaskar’s (2014) duality theory within critical realism. If connections 
are considered structures; the influence would be the action toward the structure and 
the absence will be the not knowing, rather than a purposeful omission.  Therefore, 
understanding what is not known about the principle connections, and acting on them 
accordingly, will positively influence the theories and the child’s involvement in 




                                                             Influence 







                                                            Absence 
             
 
Figure 24 illustrates the relationship of one connection to any one of the theories. To 
explain this further with the inclusion connection, the parents in data set vii did not 
Inclusion 
Figure 24: An illustration of how duality impacts inclusion as a structure. The influence will 
increase the structure whereas absence will reduce it. All structures are fluid, increasing 
and decreasing depending on the level of influence and absence, built on Bhaskar’s 




feel included in their child’s care. This was in respect of understanding what progress 
their child was making; therefore creating an absence from the structure of inclusion 
(in that this was not a purposeful exclusion by the clinicians). If the clinician 
supported the parent to be more included in their child’s care, this would create an 
influence on the inclusion structure. For the prioritising theory, this would affect a shift 
by the parents from prioritising understanding in what is happening in their child’s 
care, to supporting their child through their care. For the knowing theory, the 
influence would change from the absence of knowing what is happening in their 
child’s care, to knowing what is happening. Finally, the navigating theory would 
change the focus from the parent navigating accessing their child’s care, to 
supporting their child navigate through the treatment pathway. Inclusion is a shared 
aspect across all three theories and therefore will influence each theory as described 
above. The influence and absence create waves of change within the theories in a 
causal sequence. Each action or inaction will continuously act and react throughout 
the theories. 
 
The theories are intrinsically connected and share connections throughout, where 
inclusion is a shared aspect between all four data sets, this can be influenced by 
other connections that don’t have shared aspects. An example is, if a child didn’t 
prioritise their own time and agenda, this would create an absence in this aspect; this 
by default would create an influence in attending CAMHS, thus influencing inclusion 
(as the child would have more inclusion in the appointment). The influence on 
inclusion would then progress with the causal sequencing through the other theories 
as described above. The key principle in the relationship and connections between 
the theories is that they do not stand alone, they are reliant on each other and 
expand and contract in respect of the casual sequencing on the structures within 
them. 
 
3.11 How the theories answer the research questions, objectives, and aim 
The research questions of how and when do children want to be involved in decision-
making and consent processes in their own healthcare, have been answered, as 
have that of parents. The parents still want to maintain control, however much of this 
is due to the lack of timely access to CAMHS. The power shifts within the system 




and CAMHS could be accessed more easily; then the control that parents want to 
retain over the decision-making and consent processes would reduce. This is 
because they would be confident that they could access care easily and wouldn’t 
have to concern themselves about fighting for the right care. The final research 
question related to the documentation and resources that are needed to evidence 
appropriate involvement has not been achieved, the data from the theories will be 
used to develop these, and will be fully addressed in chapter 5.3. Since the 
development of the theories, the researcher has been using the theories to 
understand their own practice. The theories are transferable to other aspects of 
practice outside decision-making and consent. The theories do offer a 
comprehensive framework for practice. The researcher intends to research the use 
of the theories across all aspects of working in CAMHS, to ascertain whether they 
can be developed into a formal framework for practice.  
 
As the theories have the voices of children and parents central to their development, 
the theories are particular to how and when children want to be involved in decisions. 
This addresses the first two research objectives in ascertaining the views and wishes 
of children and parents. The third objective of developing recommendations that can 
inform clinical practice can be somewhat fulfilled, in that it can be elicited from the 
data, that children want to feel integrally involved in their appointments, they want 
that sense of personalisation, and both children and parents want the clinician to 
spend time getting to know them (McCray, 2010). The children from data set iv, 
wanted physical resources, questionnaires, and worksheets to use. The older 
children in data set v, are more at ease with a conversational approach and having 
access to others to support them if necessary. The theories do not fully fulfil the 
fourth objective of informing clinical practice about the recording and documenting of 
decision-making and consent process. However, taking into consideration the 
narrative and quotes that underpin the theories of how and when children want to be 
involved, this can somewhat inform this objective. This objective will be fully 
addressed in the recommendations section in chapter 5.3. The final objective was to 
develop a theory to inform clinical practice. The development of the three theories 
has fulfilled this objective.  In respect of the aim of the research, the ‘case’ will be 





Chapter 4  The discussion 
4.1 Introduction 
This chapter will include a discussion of the findings from all seven data sets and will 
triangulate the relationships and connections between them to fully answer the 
research questions, objectives and aim. It will consider the scope of the application of 
the case study within clinical practice. This chapter has been structured to meet the 
standard for reporting qualitative research as detailed by O’Brien et al., (2014). This 
chapter is made up of six sections that represent each research question in turn, and 
the final section will include a conceptualisation of the case.  
 
4.2 How do children aged 8-12 years want to be involved in decision-making and 
consent processes in their own healthcare in CAMHS? 
In setting the context of how children want to be involved in decision-making and 
consent processes it is important to discuss the findings of data sets i-iii. Data set i, 
posits the legal landscape for how children can be involved in their own healthcare 
and establishes the need to maximise children's rights. Data sets ii and iii determined 
many inconsistencies in clinicians’ knowing how to involve children in decision-
making and consent processes. To maximise rights effectively, as described in 
chapter 3, and influencing a system-wide change, this has to be forged through the 
macrosystem and exosystem, which would then permeate through the lower order 
ecosystems where the child is an active participant. The social and cultural 
landscape of how to involve children in decision-making and consent processes, has 
to be reflective of the change needed within organisations and services, to properly 
influence practice.  Should this not be reflected, then the dissonance will continue, 
and the incongruence will create a rhetoric of change without sustenance and will be 
ineffective. Children will only be meaningfully involved in decision-making and 
consent processes when the system provides a consistent platform for them to do 
so. Decision-making is facilitated for some children who are older and who are 
deemed to have the capacity under Gillick (Gillick v Norfolk and Wisbech Health 
Authority, 1985). However, the learning understood through this research, 
demonstrates that younger children must also be supported to be involved in their 





Data set i, further offers several important inclusions about how to involve children in 
their own healthcare; these include ensuring the environment is warm and welcoming 
for the child to feel comfortable and safe to make a decision, and understanding 
personalisation and the identification of the sensory needs of children. These are 
important contributory factors to acknowledge when involving children, as highlighted 
by the children in data set iv. The children in data set iv placed importance on how 
they felt in the appointment; if the clinician is ‘nice’ to them, this positively impacted 
their involvement. The children in data set v, wanted the clinicians to know them on a 
more personal level. This would include what they liked and disliked, how they would 
like to be involved in the appointments, and what resources would children like to 
use. In children describing the importance of someone being ‘nice’ to them, this could 
be aligned to the feeling of warmth by the clinician and in the environment. In 
developing this sense of warmth, the clinician will need to build a therapeutic 
relationship with the child. Factors that contribute to developing a positive sense of 
warmth are dependent on the clinicians’ personality, their use of language, and ability 
to build a rapport that fits with the child. Using the knowing theory in developing the 
therapeutic relationship with the child, is fundamental to the success of children 
being involved in the decision-making in their own healthcare.  
 
The sensory element indicated by children as important is a novel finding in the 
research and not one that was expected. This is associated with the knowing and  
navigating theories. When children feel the warmth from the clinician and in the 
appointment, navigating the appointment and decision-making becomes easier. In 
consideration of the child development theories, this is a likely finding. Children use 
the experiential processing system to make decisions; these are based on 
Klaczynski’s (2004), Klaczynski’s and Cottrell's (2004), and Bonjour's (1998) theories 
about heuristics and posteriori reasoning. As children only develop a full range of 
analytical processing skills with age; it demonstrates that previous experiences are 
informed by the senses in the younger age range. This is deemed as an important 
contributory factor in acknowledging how children can have successful involvement 
in decision-making and consent processes. Without the child sensing warmth and 
personalisation in the environment, navigating the decision-making and consent 





Data set ii, demonstrated that there were many occasions when children were 
available to be included in the decision-making and consent processes. However, 
they were not included. Some children were included on some occasions, but not 
others. There was a lack of consistency in recording how children were involved. 
Children do not know their rights and how to exercise them; but further, the adults 
supporting the children did not demonstrate they knew the rights either. In England, 
children have less awareness of their rights than their European counterparts; this is 
a consequence of the slow uptake of embedding child rights law in England as 
detailed in chapter 1.2. The U. K. is far behind many of its international counterparts; 
for example, Sweden, which banished corporal punishment in 1979, placed 
children's rights as a priority in their administration for 2020 (Apolitical, 2018). 
England has not prioritised children’s rights, despite the ratification of the UNCRC 
(1989). The knowledge of child rights is poor throughout the U.K. Unless there is an 
increased awareness of child rights and they remain high on organisational agendas, 
child rights will not be maximised as a priority, faltering the implementation of the 
laws.  
 
Data set ii further illustrated the power vested in the parent and clinician dynamic, 
and how this dynamic has the potential to dismiss the child’s role from the 
conversation, and subsequently from their own care. The concept of Bhaskar’s 
(2014) duality theorem is evident in this. Children’s rights influence the law that 
determines children have rights, but an absence in that the parents and the clinicians 
are concentrating in the power they have vested in their own relationship, leaving 
children’s involvement side-lined. The interesting aspect of this duality is the absence 
of the concept of involvement for children, concurrently provides a presence in 
concept for parents; demonstrating the inter-relational connections as described by 
Bhaskar (2014). This also supports the relationships in Bronfenbrenner’s ecological 
theory (1979) and therefore strengthens the underpinning structure for this study. It is 
only when duality is reversed, is when children will meaningfully be involved in 
decision-making and consent processes. 
 
In data set iii, it was further evidence that clinicians were not sure when children 
could be involved. Some respondents were more knowledgeable than others. These 




making and consent processes. It is imperative to have a consistent approach for 
clinicians about how to do this. This will involve the development and use of 
guidance and frameworks, alongside the specialist training that is needed for 
clinicians as identified in data set i.  
 
Helping children understand what CAMHS is and how it can be helpful to them, 
would be important to achieve. It would have a direct impact on how children can be 
involved in decision-making and consent processes. Data set iv children did not 
understand what CAMHS was or how CAMHS could be helpful to them; and 
therefore the children presented with some reluctance to attend CAMHS. Reaching 
out to children before they attend, will help offer some understanding for them and 
improve the children’s motivation to attend. This incorporates the concept of power in 
how the system expects a shift of power from parents in accessing CAMHS through 
the system, to being in CAMHS, and empowering children to be involved in decision-
making and consent processes (see chapter 3.7). One of the challenges of this is 
that children may not feel that they need any support from CAMHS, as their 
presenting difficulties are not as impactful for themselves, as they are for their 
parents; relative to emotional knowledge, page 158. It will be important to provide 
information that manages some of the differences in perception between child and 
parent, in aiming to engage children more readily in attending CAMHS. This 
information may include helping both the child and the parent to understand that they 
can both hold different views at the same time. 
 
Children can best be involved in decision-making by using a range of stage-
appropriate information, in a variety of formats. Currently, there is little consistent and 
specialised information or resources that are available. Using such information and 
resources can help the child and the clinician navigate through decisions. However, 
the clinician needs to identify, and the child to acknowledge when a decision could 
become burdensome. If a decision is considered burdensome to the child, then the 
child should be supported to be involved in the decision as much as possible, rather 
than feeling burdened by making it on their own; which could disempower the child 





Children do want to be involved in decision-making and consent processes in 
CAMHS; this is evident from data sets iv and v. Data set iv, the 8-10-year-olds, 
identified that being involved from the beginning was important to them. Children 
want to use worksheets, questionnaires, and drawing to help engage them in the 
session. Using colours and pictures is also helpful. Children in data set v, the 11 and 
12-year-olds, also want to be involved in decision-making and consent processes. 
The 11 and 12-year-old children were more understanding of when they needed 
support to make decisions and felt more able to navigate their own care with support. 
The children aged 8- 10 years in data set iv, wanted to be involved in more of the 
decision-making and consent processes. Children in data set v, were more reflective 
about their involvement in decision making and were able to share their experiences 
more readily. Harnessing this will be useful in practice, developing child peer mentors 
to support other children in making decisions in CAMHS could be developed as a key 
enabler.  
 
When considering how children want to be involved in decision-making and consent 
processes, the cultural, societal, and organisational backdrops have to provide the 
environment for clinicians, parents, and children to be involved in decision-making 
and consent processes. The ‘how’ has to be achieved through a multi-systemic 
approach that transcends Bronfenbrenner’s (1979) ecological systems. Prioritising 
children’s rights on the health agenda and ensuring all systems within the ecology 
are maximising these will be imperative. Developing practice level interventions, such 
as specialist clinical training, resources, children’s and parents’ rights leaflets, and 
guidance to support clinicians, to know how children can be involved, is essential to 
support. Clinicians will need to have some understanding of the prioritising, knowing, 
and navigating theories and how this impacts children being involved in decision-
making and consent processes.  
 
4.3 When do children aged 8-12 years want to be involved in decision-making and 
consent processes in their own healthcare in CAMHS? 
The context of when children want to be involved in decision-making and consent 
processes is discussed in depth in data set i. Children can be involved in all decision-
making and consent processes, as long as it is not burdensome for them (see 




Human Rights Act (1998), children should be involved in decision-making and 
consent processes to the child’s fullest capacity; with the onus being on CAMHS to 
ensure that children’s rights are upheld and addressed. Should this not happen, 
CAMHS is in breach of its organisational responsibilities under the Human Rights Act 
(1998).  
 
Inconsistencies are apparent in data sets ii and iii; clinicians demonstrated this 
through their documentation in the patient clinical record evaluation and the semi-
structured questionnaire. Clinicians do not know consistently when children should 
be involved. From the patient clinical record evaluation in data set ii, some clinicians 
did involve children during the initial assessment. Others determined children were 
too young to consent, and some did not involve them at all. Similarly, the involvement 
of children in the treatment appointments was inconsistent too. The statements about 
children not able to consent “too young to consent only 11 years of age” in data set ii, 
and the above findings, are contrary to the findings of the systematic literature review 
in data set i (Cox et al., 2016).  The literature determined that there is not a defined 
cut off age for children being involved in decision-making and consent processes.  
 
It was apparent that some clinicians held views that children are only to be involved 
in decision-making at a certain age; which was an arbitrary decision by the clinician. 
It is not clear what rationale or framework the clinician was working from to establish 
this and seemingly attempting to use unrelated law to evidence their thinking as 
described in chapter 1.1. The Gillick framework (Gillick v Norfolk and Wisbech Health 
Authority, 1985) only specifies what attributes a child has to demonstrate to 
determine whether they meet the capacity and competence threshold to fully consent 
to a decision. In all other instances, children should be involved in their fullest 
capacity. This emphasises the need for clear and accessible frameworks to support 
clinicians to ensure a consistent approach to involving children is established. There 
are still not any national frameworks or guidance to support clinicians in involving 
children in decision-making and consent processes in any aspect of health care. 
 
In data set ii, it was evident that some children were significantly involved in their 
care such as C24, see page 127 in chapter 3. This was in respect of deciding on a 




agendas, but against the child’s own wishes, see C1 and C31 from data set ii. C1 
was restrained due to ‘oppositional behaviour’ to be weighed and measured after 
much persuasion. For a child to be restrained and coerced to have physical 
observations is a breach of the child’s Human Rights (1998). It is clear that the child 
is not agreeing to have the procedure undertaken; and yet despite this breach of 
legal rights, there was not any recorded detail of the ten-year-old child’s wishes or 
views. Neither was it documented that any incident forms were raised in recording 
this breach; offering clear evidence that clinicians did not know the law and did not 
perceive this to be a breach of Human Rights. All clinicians will undertake level three 
safeguarding training as part of their mandatory training within the Trust (NHSE, 
2019a); any safeguarding concerns, such as breaching a child’s rights, should be 
reported. The fact that this wasn’t reported, would indicate that the clinicians were 
unaware of the event being a breach. It is not clear why the clinician and the parent 
felt the need to restrain the child to undertake measuring their height and weight. As 
consent is a process, an opportunity to undertake the measuring of the child at 
another time, when the child was engaging in the process, would have been more 
appropriate and less invasive. C31 was given medication covertly, without their 
knowledge. The documentation included that there had been an improvement in the 
parents’ lives in doing this. However, this too is a breach of the Human Rights Act 
(1998) Article 8.2. For this child, there is not any documentation about an 
assessment for capacity or whether the child was capable to offer their views or 
wishes about being involved in the discussion, which is the key omission in this 
instance. 
 
A further incident of note from data set ii is where a junior doctor has spoken to a 
child, C24, who was a looked after child and in the care of the local authority. Whilst 
the child had been involved in the decision-making in commencing medication, in a 
further appointment, the child stated that they did not want to take the medication 
anymore because they were experiencing side effects. The junior doctor dismissed 
the child’s views and gave a prescription to the care staff for the same medication. 
The junior doctor advised the care staff to offer the medication but not enforce the 
child to take it. This is a clear demonstration by the junior doctor in dismissing the 
child’s views and aligning to the adult agenda. Importantly, the child’s role and 




prioritised. In defining the child’s role throughout their own care, giving them a 
foundation and platform to be integrally involved, will improve their involvement and 
subsequent outcomes, which is what the CAMHS philosophy aims to achieve 
(Ruddock & McIntyre, 2007 & Cox et al., 2010).  The theoretical underpinnings of the 
prioritising, knowing, and navigating theories will be critical in influencing this change 
in future practice. 
 
This lack of consistency is reiterated in data set iii, in the knowledge and 
understanding from the clinicians. What was consistent was that all clinician 
participants in data set iii wanted further training and information about when to 
involve children in decision-making and consent processes. Whilst there was a range 
of training mediums that were highlighted by the clinicians as being helpful, the top 
four requests were policies and procedures, guidelines, leaflets, and legal 
frameworks. The information contained in these documents would inform and 
support clinicians in clinical practice and inform their knowing about when to involve 
children in decision-making and consent processes.  
 
Children in data set iv, the 8-10-year-olds, felt that they wanted to be involved in 
more decisions and did not have enough involvement in the decision-making 
process. They wanted involvement in choosing what they wanted to do in the 
appointment, what worksheets to use, or what was the topic of the appointment. As 
alluded to in section 4.2, children must understand why they are being asked to 
attend CAMHS, so that their involvement can be meaningful from the beginning of 
their contact with CAMHS. There was a reference from the children in data set iv, to 
being started on medication without their knowledge. All children should be involved 
in all decisions in CAMHS as much as they can do so, and when competent to do so. 
Children should consent to those decisions. How and when a child has been involved 
in any part of a decision or consent process, should be documented clearly in the 
patient’s clinical record.  
 
Data set v, the 11 and 12-year-old children, wanted to be involved in decisions 
relating to making goals and targets with clinicians. In more complex treatment 
decisions children felt they wanted someone to support them. There was a definite 




more aware of when decisions may be burdensome to them. Although the children in 
data set v demonstrated more awareness of the environment than those children in 
data set iv, it was evident that the children continued to use their sensory, 
experiential, and heuristic processing systems to avoid what they know to be 
emotionally provoking discussions (Klaczynski & Cottrell, 2004 & Bonjour, 1998). 
Their emotional state and responses to previous experiences, such as previous 
trauma, influence aspects of the child’s decision-making, and children may veer off 
the emotional topic of discussion for a safer, less emotionally provoking one. Child 
development theory would suggest the development of the analytical processing 
system would overrule the experiential system. Adults similarly, would not want to 
have difficult emotionally evoking discussions, but an adult would know that 
adherence to the treatment plan would help treat their difficulties, and so would 
tolerate the emotionally evocative discussion. The children’s analytical processing 
system would not be developed enough to overrule this. It seems that because of 
this underdevelopment of the analytical processing system, the children in data set v 
are struggling to talk about emotionally evocative subjects. This suggests that 
children aged between 8-12 years of age will need specific support from the clinician 
in understanding the need to challenge sensory preferences. It is indicated that 
children will use the experiential processing system far more frequently than the 
analytical one, due to their stage of chronological development (Klaczynski & Cottrell, 
2004). What this does indicate is that without an objective reference, i.e. the clinician 
helping them to understand the need to challenge the sensory preference, the child 
is likely to move away from the topic of discussion and possibly delay treatment 
progress. This suggests that children want to make decisions when it feels 
emotionally safe for them to do so.  
 
The child development theories help inform when a child can be involved in decision-
making and consent processes from a biological perspective. The literature refers to 
biological (hormonal) and social changes (making closer and more meaningful 
relationships) in early adolescence, which compound the findings from the children in 
data set v, in being more aware of involving others in some decisions (Corrado and 
Mathesius, 2014; Grootens-Wiegers et al., 2017). The theories determine that 
younger children are led by their egocentric needs, and so their consideration and 




data set v, have an increased awareness of their environment and are deemed less 
egocentric as they develop with age. However, more challenges arise as children 
develop into adolescence, especially with risk-taking behaviours.  As discussed in 
chapter 1, the hormonal influences in the brain’s reward system in adolescence can 
impact on decision-making concerning risks, rewards, and self-regulation (Corrado 
and Mathesius, 2014; Grootens-Wiegers et al., 2017). It will be important for the 
clinicians to have an awareness of child development and the hormonal influences 
that may impact the child’s decision-making and offer some further information to 
help the child properly form a view.  
 
Supporting children to be involved in decision-making in all aspects of their lives, 
including those environments outside of healthcare, has to be maximised. Primary 
learning environments, such as the education establishments offer further 
opportunities for children to be involved in decision-making and consent processes; 
which would greatly help children develop their skills and experience (Murray, 2016). 
Enhancing the opportunity for the children to be involved in decision-making will 
improve their experience, knowledge, self-confidence, and autonomy alongside 
better outcomes and preparing children for adulthood  (Woodhead and Brooker, 
2008; Ruddock & McIntyre, 2007 & Cox et al., 2010).  The key disabler of this 
currently is the lack of frameworks and information to assist the adults working with 
the child to maximise the child’s legal rights in being involved. This development of 
these frameworks is key to reinvigorating this area of practice. The prioritising, 
knowing, and navigating theories developed in this study, will provide the 
underpinning foundation for these frameworks. 
 
4.4 How do parents of children aged 8-12 years want their children to be involved in 
healthcare decision-making and consent processes within CAMHS? 
The context of the parents’ rights in any domain is that if a child is deemed to have 
the capacity, then the parents’ rights are disabled, as explored in data set i. It is 
evident from data sets ii and iii that clinicians and services do not adhere to the laws 
and subsequently, it is not being enforced. It is clear from data set iii, that there is an 
ignorance of the law from the adults around the child; therefore, by default, there is 
an alignment to the parental agenda. What is evident in data sets ii and iii, is that 




would go unheard in current clinical practice. To redress involving children in the 
decision-making and consent processes, the understanding of child and parental 
rights has to be managed at CAMHS’s proverbial front door and not in the clinic 
room. This emphasises the need for child and parental rights leaflets as vital in 
managing these expectations and ensuring everyone is working to the same legal 
parameters. Child rights leaflets that inform this practice area have not been 
developed. 
 
There is one question that is explored, and this is whether clinicians feel that they 
have the skills to challenge the differences between parents and children’s wishes. 
From personal experience, the researcher has had to negotiate many challenging 
situations, at times resulting in an outcome of raising a safeguarding referral, where 
the parents’ agenda is not in the child’s best interest and is harmful to the child. 
These challenging situations are difficult to manage and it can be far easier to try and 
appease parents, than challenge for the rights of the child. The training needed for 
these skills is not available in any current formal provision, and is usually learned ‘on 
the job’; however, these skills are vital for maximising all rights when working with 
children. It will be important that training for clinicians includes negotiation skills to 
manage such challenging situations. The challenge here is adopting the philosophy 
of ‘parents as partners’ as key enablers, for maximising the child’s rights and finding 
a collaborative way forward with the child and parent. 
 
Data set i, further considers the remit of the parental capacity to consent. This is an 
overlooked area of practice in children’s healthcare. Whilst all people aged 16 years 
and over start with the assumption of capacity; there still needs to be an assessment 
that validates a person’s capacity. Instances where parents may not have the 
capacity could be that they don’t understand the information well enough, or cannot 
weigh up the information given to them; more often, instances are when parents’ own 
mental health needs are prioritised above their child’s needs. However, this can be 
difficult to prove, and displacing the parent as the decision-maker can be just as 
challenging. 
 
The parents in data set vi, do want their children to be involved in decision-making. 




one of two or three choices, as opposed to it being an open question. The parents in 
data set vi, felt their children could not understand the impact that their difficulties 
had on the home environment, and could not understand consequences associated 
with their difficulties. Clear safety concerns were raised by the parents in data set vi. 
The behaviour of the child at times was considered a risk to health and safety in the 
home, and therefore any decision being made by a child needed oversight from the 
parents. This is referent to the discussion about perception in chapter 3, page 159, 
and also the emotional knowledge page 158. The parents in data set vi did feel that 
their children were involved in the right decision-making and consent processes for 
their age and capabilities.  
 
The parents in data set vii had a very different view; they felt that their children had 
too much decision-making autonomy, to the exclusion of themselves, although 
described their children as being well supported in their appointments. The parents 
felt the support was lacking for them as parents in managing their children’s 
presenting difficulties at home, leaving them feeling helpless. The parents did agree 
that children should have some decision-making autonomy, but not to the exclusion 
of the parents themselves. Whilst the children in data set v understood the need for 
help from CAMHS, which differed from those children in data set iv; data set v 
children weren’t always able to keep to task, due to the emotional distress that 
treatment can evoke. Despite the parents in data set vii identifing this as a challenge 
for their children, they felt completely disempowered to do anything because of the 
autonomy given to the child by the clinician. Parents would want children to be 
involved in decisions if such instances could be addressed by the clinicians working 
with them. Parents felt that the focus of decision-making by children, impacted the 
progression of treatment and there was no platform for the parents to challenge this. 
This resulted in treatment choices constantly being changed without parental 
consultation and culminated in slow progression. There needs to be a balance of 
involving children and parents in the decision-making. Clinicians need to be trained 
to support the negotiation between the child and parent to ensure consistent 
progress.  Whilst this aspect of care was not studied as part of the case study, as it 
was outside of the aims and objectives, it would be helpful to understand whether 




and intervention being somewhat disrupted due to the child veering off subject and 
being given too much autonomy, and not adhering to the treatment approach. 
 
Parents of data set vii described the needs of the children not being met by the 
system and described services as being ‘disconnected’. This asserted parents to 
take control and navigate the system. Unless there is a smoother transition from the 
system into CAMHS, parents will continue to attempt to control the care process, in 
trying to establish the right care for their child. Developing better-integrated systems 
and partnerships, as identified in the NHS Long-term plan (NHSE, 2019b) will 
support some of these challenges within the system; however more needs to be 
undertaken within CAMHS. For parents to let go of the ‘reins’ in navigating their 
children through treatment; information about CAMHS, how it works, and what to 
expect, will help parents to do this. Parents will want their children involved as much 
as possible if they can be assured of the process and progress of the treatment. 
Using the prioritising, knowing, and navigating theories to inform the system will be 
imperative to make the necessary changes. 
 
There is a distinct shift between data sets iv and v, for when parents are invited to be 
included in their child’s care. The championing of children’s rights by clinicians in 
data set v, has essentially created the opposing desired outcome. In hearing the 
child and not hearing the parents, the parents dominated the consent process to 
prioritise and navigate the care and treatment plan. In doing so, the parent and the 
clinician have disempowered the child. Parents push to retain the consent, to 
establish the right care for their child. It is an interesting finding that the data set v 
children, wanted their parents to be involved in the decision-making process, yet data 
set vii parents, felt that they were not included. The gravity and weight of decisions, 
such as planning what to do in the appointment, what worksheets to use, or where 
and when the appointment might be held, are relatively low weight decisions. The 
likelihood of anything going significantly wrong when children are making these 
decisions, is extremely low. By involving children in these decisions the clinician and 
parent are taking a low risk, but children will have the likelihood of a positive 
outcome. By supporting parents in being involved in those decisions with more 
weight will allay parental concerns and will enable children to be more involved 




making and consent processes will depend on the level of assurance they are given 
by the clinician and the process. Parents will need understanding and involvement in 
their child’s care. 
 
 4.5 When do parents of children aged 8-12 years want their children to be involved 
in healthcare decision-making and consent processes within CAMHS? 
The criminal age of responsibility in England for children is ten years of age. This is 
the legal standing when the law indicates that children have enough understanding to 
know what is legally right and wrong and therefore can be charged with a criminal 
offence (H. M. Government, 1963). This holds children to account despite the weight 
and gravity of moralistic and criminal decisions. Children in CAMHS of any age would 
not be made to be accountable for such weight and gravity of decisions. The 
consequences of the children’s decision-making in CAMHS, would not be as life 
changing as those within the criminal domain. The legal definition is clear for children 
being involved in decision-making and consent process in healthcare under the 
Gillick Framework (Gillick v Norfolk and Wisbech Health Authority, 1985); they should 
be involved as much as they possibly can be. However, parents may struggle with 
this much involvement from their children, especially if it is to the exclusion of 
themselves. Should a child be assessed to have the capacity under Gillick (ibid) then 
legally, the child can make that decision. The parent’s consent to the same decision 
is helpful, but not legally required. 
Data sets i, ii, and iii have demonstrated that decision-making and consent 
processes mostly involve the views of the adults in the room, leaving the views, 
wishes, and involvement of the child side-lined. Data set ii, detailed many 
experiences where the parents demanded control over the decision making with C1, 
C6, C11, C16, C18, C24, C26, C29, C31, C34, C36, C38, C40, C41, C42, C51, C52, 
and C54 all having documentation in their patient clinical record evidencing this. Most 
of these discussions were about medication. This is suggestive that parents feel that 
they need to take a lead role when medication is being discussed; although 
children’s involvement and views about this are not documented, so it is unclear 
whether children think parents should be taking the lead too. It is evidenced that 




involved in, but where the weight of the decision exceeds this, the parents feel they 
need to take the lead.  
Parents of data set vi felt that when their child was involved in decision-making, it 
was pitched at the right level. This included some decisions about what happened in 
the session, such as which worksheet to use or what goals to set, and some non-
negotiable decisions that may hold more gravity. Parents did take the lead in the 
decision-making when it came to the child attending CAMHS; the child did not 
understand the rationale for attending, and so was not engaged in the process. This 
will be a key area of consideration in future research. If children do understand the 
potential benefits of attending CAMHS, then their engagement will improve, as will 
their experience and associated involvement in decision-making (Ruddock & 
McIntyre, 2007; Cox et al., 2010; Davies et al.,1987; Hannam, 2001 & Woodhead 
and Brooker, 2008).  
Parents of data set vii, felt that children made too many decisions and therefore 
some of this decision-making ability needed to be shared with the parents, especially 
in consideration of progressing with treatment. Parents wanted their children to make 
decisions when it did not impact the overall progress; again, suggesting there is a 
level to which parents advocate children should be involved. It needs to be 
considered whether this arbitrary level is something that could be recognised in 
practice, not to develop a line as such; but for clinicians to be able to invite ‘parents 
as partners’ to further aid the child’s involvement in the decision-making process, 
rather than it default to parental consent. 
The concept of the arbitrary consent line drawn by parents is also evident in data set 
vi, with the wider aspects of the environment that the parents felt their children had 
little awareness of. An in-depth discussion about perception and emotional 
knowledge has been previously highlighted in chapter 3, to help understand these 
instances in more depth. As described above, the concept of involving ‘parents as 
partners’ in these more complex areas, where there is dissonance between the 
parents and child, could offer a collaborative solution for both child and parent. A 
double consenting process could be used, where the child makes the decision, but 




involvement to both child and parent and hopefully mitigating some of the concerns 
and risks parents refer to (Grootens-Wiegers et al., 2017). 
In data set vi and vii, the parent focus groups determined that children did know and 
understood the concept of consent across both data sets; although some felt that 
children may not know the word consent itself. Data set vi felt that their children 
understood how they would agree to things in appointments, but some may not have 
a wider awareness of the impact of their presenting difficulties have on their 
environment and family members. Data set vii parents, felt that their children 
understood consent, but felt they did not understand more abstract, overarching 
aspects of their care and treatment plans. Using a ‘form a view template’, could help 
the child, parent, and clinician to identify which areas of the decision the child was or 
was not understanding. Using the form a view template, figure 25, includes all the 
necessary aspects that need to be demonstrated and understood for a decision to be 
made and consent is given. Where gaps are evident, the clinician can focus on 
supporting the child to understand the necessary information, and support the child 
to ‘form a view’, and therefore consent to the decision. The template is multi-purpose, 
in that it is a great resource for children and parents to see the decision in written 
form, it demonstrates the necessary knowledge and understanding the child needs to 
make the decision. It offers a shared understanding of the decision being made, and 
it helps focus the discussion. Once a child can satisfactorily complete all of the 
sections in the ‘form a view’ template, the child is deemed able to make a decision 

























Figure 25: Template for a child to ‘form a view’. 
(Permission granted for use of images). 
The decision: 
 








What will be involved? 
Can the child understand 
what will be involved in the 
therapeutic intervention? 
Can they describe it and 




What are the risks? If 
they are risks are they 
minor or severe? 
Can the child explain 
what the associated risks 
of the intervention are? 
What if the intervention 
doesn’t work, how will 
the child manage? What 
are the potential impacts 
on the child’s 
environment (family/ 
friends) or the progress of 
treatment? 
What are the alternatives? 
Does the child understand what 
alternatives are available? Can the 
child weigh up the differences 





How likely is it to help 
me or work? 
Can the child explain 
how likely the 
intervention will work? 
What is needed from 
the child to increase the 
likelihood of the 
intervention working? 
 
What could it do, what are the 
benefits? 
Can the child explain what the 
intervention is intending to achieve and 
how it will be helpful for them? What 
are the positive outcomes of 
undertaking this intervention? 
 
 
What or who can help me? 
Consent is a process- can the child 
have some time to think? 
Has the child been given 
developmental stage appropriate 
written information? 
How has the parent been involved in 
the decision-making process? 
Does the parent agree with the 
decision, if not, how has this been 
negotiated? 
When are we going to review the 
decision? 
Have you given further information 









On the child, on their family, on their 
friends, at school and when the child is out 
with others. Is there anything that is 
stopping the child in making the decision, 




By using this template, it will, without doubt, demonstrate the child’s capacity and 
competence about the decision for all involved. It will demonstrate when children can 
be involved in consenting to their own care. The concept of Bhaskar’s duality (2014) 
theory has been an underpinning structure in the research findings, in that the 
structure of consent is maintained not only by the presence of concepts, such as the 
law, involvement of children and parents, but also by the absences, such as the 
absence of awareness or inclusion of the child and parent, or the absence of 
knowledge and skills from the clinicians. The template form in figure 25 helps the 
child, parent and clinician reveal some of the absences. If we take the concept of the 
impact of the child’s difficulties in the environment, then this can be identified by 
parents and explored within the risk section of the template; enabling the parent and 
child to have a shared view of the impacts. Whilst it offers a structure for a series of 
discussions initiated by the clinician through following the headings in the template, it 
is not a substitute for the required specialist knowledge and skills that are needed to 
facilitate consent. Specialist training will need to be developed for clinicians to 
achieve this. 
 
In considering the duality theory in diagrammatic form, using the findings from the 
parents’ perspective of the concerns raised about the child’s presenting difficulties in 
the environment, and the child’s perspective which did not include an awareness of 
this. This is reflective of Bhaskar’s (2014) duality theory and retroduction. It 
demonstrates the interrelations across the systems of Bronfenbrenner’s (1979) 
ecological theory. These incidences confirm that where one perspective is absent 
(the child’s), it is captured within another (the parents). Bronfenbrenner (1979) 
highlights this as an often disregarded principle of the reciprocal relations within 
dyads. Positing that information within the dyadic relationship is usually collected 
unilaterally rather than simultaneously. It demonstrates how incorporating critical 
realism and ecological child development theory informs the findings and explains 











                                                           
                                                                




Bhaskar’s (2014) duality theory demands a presence and absence of a structure for 
it to exist. Figure 26 shows the presence and absence of perspective on awareness. 
This demonstrates how the absence from one system of duality (the child) can be 
present through another system’s duality (the parent). The child is not aware of their 
impact on the environment at home, and is therefore absent (indicated by the cross), 
even though the child remains an active participant. However, the parent has the 
child’s environment present in their perspective (indicated by a tick). It is the distinct 
function of the interrelations within Bronfenbrenner’s (1979) theory that enable this 
phenomenon to occur across the mesosystem. Using this theory with the template to 
‘form a view’, will help in reduce some of the mismatches in perceptions between 
child, parent, and clinician, and will help understand when a child can be involved in 
consenting to their own care. 
 
4.6 What documentation and resources are needed to support and evidence 
appropriate involvement in decision-making and consent from the perspectives of the 
child, parents and professionals? 
The resources needed to support the involvement of children and parents in 
decision-making and consent processes have been highlighted through the findings 









Child is not aware of 
the impact, but the 
parent is 
Egocentric 





Figure 26: The researcher’s understanding of the concept of Bhaskar’s duality theory (2014) and 
retroduction and the impact in Bronfenbrenner’s Mesosystem (1997) on the concept of awareness within 







Table 9: Resources needed to support the appropriate involvement of children in 
decision-making and consent processes. 
 
Data set Documentation and resources needed Development of resource 
Data set i -Training for clinicians 
-Complementary information,  
     worksheets, videos, leaflets, toys 
Chapter 4 & Post-Doctoral* 
Post-Doctoral* 
Data set ii -Information to improve knowledge  
          of child and parental rights 
 
-Checklist for auditing the recording    
         and documenting of consent 
Appendix K  
 
Appendix G 
Data set iii -Policies or procedures 
-Guidelines 
















Data set iv -Age-appropriate information about 









Data set v -Personalisation Appendix K 
Data set vi -Welcome pack 
     Information about the therapist,  
     explaining how CAMHS works 
 
Recommendation  






Resources needed to support appropriate involvement 




Table 9 offers a comprehensive list of resources that are needed to support the 
involvement of children in decision-making and consent processes. Many of these 
resources support practice around the actual process of decision-making but are 
critical to enabling the process to take place with the child central to the involvement. 
One primary aspect of this is supporting parents through the system. It is paramount 
for parents to have a clear understanding of where they need to go and how they are 
to navigate getting there, and feeling secure in doing so. With the parents reporting 
the system as a ‘battleground’ and ‘fighting’ to get access, when it has taken them 
‘two years to finally get their foot in the door’, parents are not going to give up control 
of their children’s care, until they are satisfied that they have the right care and 
treatment package for them. The system must improve the navigation for parents to 
easily access CAMHS. The earlier that parents receive help for their children, the 
more likely they are to release some of the control. 
 
The child and parent rights leaflets, the flow chart to support clinicians in determining 
who should give consent, and the personalisation information sheet for children to 
know more about their CAMHS worker, can be viewed in appendix K. All of those in 
table 9 that has a star* after the post-doctoral detail, indicate some of the work that 
has been agreed with CAMHS digital. CAMHS digital is a research body at the 
University of Manchester that undertakes dedicated research for CAMHS. On 
discussing this thesis with them, CAMHS Digital has offered to support the 
researcher in developing the outcomes of this study; with the researcher being the 
principal investigator of the study. Although the outcomes have not been agreed 
upon, as this work will be co-created and co-produced with children, parents, and 
clinicians, some of the resources developed in this study are possible outcomes for 
the CAMHS digital study. However, what is certain, is that all of the areas identified in 
table 9, will be further researched and developed. It is a great outcome for the post-
doctoral work to already be in the planning phase and demonstrates the need to 
develop this area of practice, offering strength to the chosen research area in this 
study. 
Another key resource identified in the findings of data set i, further implicated in the 
other data sets, is the training curriculum. Specialist training is needed to support 




training including legal frameworks, the child development theories and associated 
clinical skills, including self-awareness relevant to the process of involving children in 
decision-making and consent processes. Table 10 offers a proposed training 
framework that would support this. The training will include the findings of this 
research, as it is fundamental to this area of practice. 
Subject Content 
Child development Social and emotional competence, physio-neurobiology of 
decision-making, dual processing and ecological theory 
models of development 
Child rights- legal 
frameworks  
Statute and case law, UNCRC, obligations, reflective 
practice on study findings 
Parental rights Statute and case law, how to manage parents’ 
expectations, PR rights 
Clinical skills Assessment of capacity including developmental stage 
and social and emotional competence. Documentation, 
recording discussions, facilitating the process-case 
studies and role-plays. 
Communication 
skills 
Managing negotiation and challenges, using stage-
appropriate language. How to speak in plain language, 
nonverbal language skills, creative skills 
Safeguarding 
considerations 
Not burdening the child with the weight of a decision, 
differences in agenda between child and parent,  
Personal bias and 
assumptions 
The impact of self on the process, reflexivity 
Research findings The theories of prioritising, knowing and navigating that 
underpin this area of practice. Personalisation, the 
difference between age groups of children, children’s and 
parents’ views on involvement 
The process of 
consent 
Checklist information, involving others, helping a child 
form a view 
      Table 10: A proposed training framework for clinicians. 
The resources needed to evidence the appropriate involvement of a child are 




undertaken by the clinician to ensure that the three aspects of involving a child in 
decision-making and consent processes are fulfilled. Firstly, it is evidencing whether 
the child can ‘form a view’, and if so consent to the decision. Secondly is evidencing 
to the parent, that their child can ‘form a view’ which could be illustrated through the 
use of the ‘form a view’ template, figure 25; and thirdly, for the clinician, the template 
in figure 25 would provide one source of evidence to suggest that aspects 1 and 2 
have been achieved; the other would need to include a consistent structure for 
documenting decision-making and consent in the patient clinical record. Having a 
consistent approach to recording this, would ensure that all views were being heard 








 Figure 27: Structured clinical record documentation recommendation. 
Along with the local policies and procedures for documenting and recording consent, 
the structure in figure 27 will evidence that children and others in attendance at the 
appointment, have been involved appropriately and their views recorded. This is 
underpinned by the findings, the resources developed through this research study, 
and the training curriculum. Managing expectations at the CAMHS ‘front door’ will 
help maximise children’s rights. In appendix K, are child rights and parental rights 
leaflets. Having these available will help children, parents and clinicians set the legal 
frame about child rights, and will help reduce conflict and misunderstandings in all 




Who is in attendance: 
Record who has the capacity for which decisions? 









4.7    The case of how can children aged 8-12 years be involved in decision making 
and consent processes in out-patient CAMHS  
The conceptualisation in figure 28 offers a diagrammatic representation of the case 
of involving children aged 8-12 in decision-making and consent processes in 
outpatient CAMHS. Figure 28 includes the findings from the embedded data sets and 
demonstrates the interrelationships through the developed theories which underpin 
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This chapter has considered the research questions in turn, to capture the data and 
findings from the embedded data sets that inform the case. This chapter has offered 
clarity about the contextual issues that need to be considered for each research 
question for them to be fully answered. Without doubt, this area of practice has been 
avoided for some time; there was a dearth of research to support clinical practice. 
This chapter has offered a practical and a theoretical understanding of what impacts 
children in being the decision-makers in CAMHS; and offers resources and 
information to overcome them. There are not any current national or local training 
requirements for supporting clinicians to develop their skills in upholding child rights; 
neither are there any legal frameworks or best practice guidance that is centralised 
and made consistently available for clinicians to refer to. It will be important that the 
training is rolled out locally and nationally to ensure that clinicians have the relevant 
knowledge to feel confident in upholding children’s rights. The researcher chose this 
area of practice to review, because of its seeming complexity and the lack of 
consistency that was evident in clinical practice from a personal perspective. What 
has been made clear through this research, is that the legal status is simple 
 
If a child is proved to have the capacity, the parent’s rights are legally 
redundant 
 
The proviso to this is, that it is the onus on the clinician, services, and organisations 
to see ‘parents as partners’. As the key enablers in most children’s lives, they are the 
key to success in involving children in decision-making and consent processes; by 
not involving them, then conflict will occur and parents will increase their control and 
power over the situation; in doing so reducing the control and power of the child. 
 
As a clinician, the researcher did not expect this outcome. The expectation, although 
trying to remain impartial, was that children were to be empowered more and the 
parents disempowered. The outcome of this research is that the child, the parent, 
and the clinician all need empowerment to improve children’s involvement in 
decision-making. During the development and the writing of this thesis, the 
researcher became a parent themselves; in reaching this unexpected outcome in the 




and is a satisfying outcome for the researcher; and resonates with the researcher as 
a clinician and as a parent. The researcher would never want to feel excluded from 
any aspect of their daughter’s life and so the outcome, although unexpected, is 
empowering for all involved. It epitomises the child remaining central in the system 
and requires other aspects of the system to act, to positively influence the child and 
































Chapter 5  Conclusion, implications for practice and recommendations 
5.1 Conclusion 
This chapter provides the conclusion of the case study that has been examined. It 
provides an overview of the implications for practice. This chapter considers the 
strategies needed to embed the findings of this research into clinical practice and 
how this can be achieved. It further includes recommendations of how the outcomes 
of the study can be supported in clinical practice, these are targeted national 
guidance, the provision of information, and specialist training. The researcher has 
written this chapter to summarise the findings and discussion of the case study and 
consider the next steps that are needed to translate this study into clinical practice. 
 
This embedded case study has fully examined how can children aged 8-12 years be 
involved in decision-making and consent processes in outpatient CAMHS.  It has 
sought the views of children, parents, and clinicians and has explored current clinical 
practice, current literature, and the legal obligations regarding children’s rights. 
Bronfenbrenner’s (1979) ecological systems theory and Bhaskar’s (2014) critical 
realist theories, have provided useful frameworks for the research, and have helped 
conceptualise phenomena and provide an understanding of the process. 
 
The research has elicited that several aspects of the practice area that need to be 
addressed, improved, and developed. This will positively impact on involving children 
in the decision-making and consent processes. The system itself is disconnected in 
the proverbial journey into CAMHS; the lack of provision of information in the system 
to support the journey; the lack of information on accessing CAMHS; the lack of 
personalisation and familiarity; not managing expectations in child and parent rights; 
the lack of clinical knowledge and skills training available to support clinicians; the 
lack of legal frameworks, and clinically facing resources to support the child, have all 
been indicated for improvement and development. There are a wealth of factors that 
impact on the process, and much is influenced from outside the appointment and 
CAMHS itself. 
 
In using Bronfenbrenner’s (1979) ecological system theory, it has offered a systemic 
approach in understanding how factors influence the decision-making and consent 




systems where the child is not an active participant, to maximise child rights and 
involvement. For example, the macrosystem, which includes societal and cultural 
beliefs must have change effected within it to maximise children’s rights. Changing 
the societal beliefs about maximising child rights will ensure a change in the priorities 
of an organisation and at the service level. This has to be coupled with changes in 
the environments in which the child is an active participant, the microsystem and 
mesosystem, to harness a full system change. In understanding this, no one 
influence can create the change alone; however collective culture can assist change 
within the mesosystem. For example, where a team of clinicians all agree to prioritise 
change; the clinical culture in that team will improve the involvement of children in 
decision-making. When the clinicians are able to demonstrate the positive impact of 
this change, this will start influencing the culture and beliefs of the wider service and 
organisation, and subsequently, the higher-order ecosystems. 
 
In utilising critical realist theory, it was helpful to conceptualise the research process 
and provide an understanding of the process of consent as a structure. This bounded 
the research in respect to the ‘case’ and the ‘process of consent’. The core constant 
structure of consent contracted and expanded depending on the presence and 
absence of influence upon it. The identification of the causal factors and mechanisms 
on the structure, is the use of retroduction, which is embedded within the critical 
realist theory, see figure 5 page 61.  
 
The original contribution to this area of practice is significant. For the first time, 
children aged 8-12 years old, have had their views sought about how they want to be 
involved in decision-making and consent processes. All children stated that they 
want to be involved in decision-making and consent processes. What this research 
has established is that it is achievable for children to be involved, if the adults around 
the child are empowered to support them to do so. For the parents, being 
empowered within the system, to access care for their children in a timely way, with 
the relevant and appropriate information they need, will help parents support their 
children to be involved in decision-making and consent processes. ‘Parents as 
partners’ in the care process will ensure they work as key enablers for their children 
to make the decisions. Helping parents and children understand their rights, in 




process of consent. When clinicians undertake the specialist training and have 
access to legal frameworks, decision-making tools, resources, and clinical skills to 
facilitate the process, they will be empowered to involve children more, and feel 
confident in doing so. This research created the information needed to influence the 
macrosystem and create positive change to maximise children’s rights; the 
dissemination strategy will involve influencing this system through the development 
of resources and information. 
 
The theories of prioritising, knowing, and navigating inform this area of practice. In 
embedding it within the training curriculum it will be translated into practice through 
the dissemination strategy. The researcher is proposing to develop a co-produced 
dissemination training strategy with children, parents, and clinicians, alongside the 
work agreed with CAMHS digital (See chapter 6). Understanding the theories and 
how they influence the process, will enable clinicians to adapt to changing influences 
and absences in the theories as described in figure 24 page 181. The knowledge 
held about the three theories will help the clinicians facilitate the decision-making and 
consent process more effectively. The clinicians will be able to influence the theories 
through their actions, which could include, improving access to information, helping 
manage expectations, and collaboratively developing a care plan with the child and 
the parent. This would shift the theoretical influences for the child and parent in terms 
of prioritising, knowing, and navigating. In this way, the theories can be used as a 
conceptual practice tool to enable more effective facilitation of the decision-making 
and consent process.  
 
Resources have been developed through the process of this research. They are 
informed by the data and the findings and will provide some consistency in this area 
of practice. The ‘form a view’ template figure 25, page 200 offers a simple but 
effective way of assessing a child’s competency, capturing the views of all those 
involved, managing all expectations and recording, and documenting the discussion 
consistently and clearly. The development of this resource will improve clinicians’ 
confidence in assessing children’s competency and involving children more in the 
decision-making process. The resources in appendix K, the rights leaflets, the flow 
chart, and the personalisation form, will also have a positive impact in practice. 




campaigned for all healthcare professionals to ensure that they share their name with 
patients (Granger, 2020), evidence that the smallest actions can create big 
differences in person-centred care.  
 
The case of how can children aged 8-12 years be involved in decision-making and 
consent processes in outpatient Child and Adolescent Mental Health Services has 
been researched and in doing so has fulfilled the aim of the study. In researching the 
case, future areas of research have been identified and these are considering the 
impact of diversity and cultural differences and the impact of sensory needs in 
children, and the effect that this has on the process. What has been made clear 
through the research is that the legal framework is simple and clear when broken 
down into its smallest component. The research has also produced resources, 
although these are developed for the 8-12 year age group given the focus of the 
case, they are transferable across wider age groups and in other social and 
healthcare domains. 
 
5.2      Implications for practice 
The implications for practice are the need to embed the training curriculum strategy. 
This will be co-produced and will be disseminated locally and nationally. This will 
help provide consistency in upholding child rights and involving children in their own 
healthcare. In the clinicians having increased knowledge, this will improve their 
confidence and skill in involving children.  
 
An increase in the resource of time within appointments will be critical to enable this 
area of practice to develop. Knowing that decision-making and consent is a process, 
will ensure that it is facilitated properly and that all views are heard. This can be 
challenging in CAMHS, given the business philosophy of the NHS, the pressure of 
performance management, which is sometimes to the detriment of the care being 
provided, in the demand for more contacts in less time. The positive outcomes for 
children being involved are clear, improvements in the child’s self-esteem, self-
agency, confidence, and social inclusion have all been evidenced (Ruddock & 
McIntyre, 2007; Cox et al., 2010; Davies et al., 1987; Hannam, 2001 & Woodhead & 




more time and resources for the involvement of children, will be investing in the 
child’s future and adulthood. 
 
Another key implication to practice is having ‘parents as partners’ in the care process 
alongside children. By adopting this philosophy, the potential redundancy of parental 
rights may be negated this. Parents can be key enablers of children and therefore 
need to be supported to do this, and support their children being involved in the 
decision-making and consent processes. Collaboration is the key to ensuring this 
works, a true collaboration of three (the child, parent, and clinician triad) working 
together to achieve a collaborative outcome, using everybody’s skills and knowledge 
together. Developing a logo or motif to emphasise this on literature, guidance, and 
proformas would be a really helpful reminder to all.  
 
The findings of this research are concentrated on children, however, some of the 
findings and concepts derived from this research are transferable across age ranges, 
even for adults. The findings of the dysfunctional system and how this impacts the 
involvement of the child in the appointment is a transferable aspect across services. 
Understanding how the system impacts the minutia of the phenomena in 
appointments is important. Widening the dissemination of the findings and how these 
can be helpful across the lifespan is a key implication for practice.  
 
5.3 Recommendations 
The research has identified some practice recommendations. National frameworks 
and guidelines need to be developed to assure consistency nationally. Having a 
framework and guidance that is consistent and easy to use, will make a distinct 
difference in practice. NICE guidance literature is the most referenced for clinical 
practice, these research findings should be used to develop NICE guidance for this 
area of practice. 
 
Information for children and their family needs to be more readily available in a 
central repository; currently, there is not any centralised place for information, adding 
to the dissonance of the system itself. Whilst local information may be bespoke to the 
local service, there will be some information that will be common to all, such as 




Providing information for children who have not yet attended CAMHS, to help them 
understand why their parents may have sought help for them, will help children 
engage in the decision-making processes sooner. Services should provide welcome 
packs with this information included. Parents want information about the service they 
are going to be seen in, who will they see, what to expect, and how to manage their 
own and their children’s expectations of CAMHS. The information needs to be 
personalised, easy to read, realistic, and up to date. Finally, information leaflets for 
parents and children explaining what their rights are and how these will be managed 
in line with the law will help manage challenges in the clinic room should they arise 
(see appendix K). Offering a timely review with written information during treatment 
will help parents feel involved. Using some of the appointment time to offer strategies 
to parents, so they know how to help their children at home and don’t feel helpless, 
will be an important addition to the care process. Supporting the parent to help the 
child, is as important as helping the child themselves. It will enable children to be 
involved in decision-making and consent processes more readily. 
 
There is a need to embed the training curriculum within all services to all staff to have 
the skills to facilitate this area of practice. This has to be adopted through the 
organisation as a priority, so staff can be released to attend the training. The 
development of resources to support the actual process of decision-making is being 
developed by the researcher with CAMHS Digital; however, this will only offer the 
foundation; there needs to be a commitment within the children’s rights strategy to 















Chapter 6  Dissemination 
This chapter includes the contribution to knowledge and how the research has been 
disseminated to date. It further details the steps that are going to be taken to 
translate the outcomes of this study in to clinical practice. This chapter discusses the 
limitations of the study and highlights areas for further research.  It includes a 
reflection of the personal and professional development of the researcher in 
achieving the award of Doctor. This chapter provides a helpful summary of the 
outcomes that are clear and accessible to people and organisations that have an 
interest in this area of practice. Consideration has been given to the objectives of the 
dissemination, the audience, and resources required (National Institute of Health 
Research (NIHR), 2021). 
 
6.1 Contribution to knowledge 
This study has provided a significant contribution to knowledge in five ways; firstly, 
children aged 8-12 years have been heard in how they want to be involved in 
decision-making and consent processes in outpatient CAMHS. Secondly, the first 
critical examination of how to involve children aged 8-12 years in decision-making 
and consent processes in outpatient CAMHS has been undertaken.   
Thirdly, the study has contributed to the development and use of the theories of 
prioritising, knowing, and navigating. There are not any current theories that 
contribute to the understanding of decision-making and consent processes, which 
are critical to improving children’s involvement. Fourthly, in respect of child rights 
development, this study has made a significant leap forward when compared to the 
developments discussed in chapter 1.2. Finally, the study has developed resources 
to help translate some of the findings in to clinical practice. 
 
6.2 How the research has been disseminated to date 
Through the process of researching and writing the thesis, the researcher has 
presented at several local and national conferences, disseminating the progress and 
findings of the study. The researcher has further published two articles in a peer-
reviewed journal and written one book chapter, specifically about supporting children 
being involved in decision-making and consent processes; a further book chapter 
has been published about developing the therapeutic relationship with children which 




successfully. A book edited by the researcher, on helping parents manage their 
child’s anxiety and worries, is due for publication in July of 2021 (Cox, 2021), which 
provides parents with ideas of how they can maximise their child’s independence and 
rights. Further articles will be written for publication from the findings of this research 
study.  The researcher is particularly keen on writing a short summary paper about 
the findings and implications for practice. This would include the developed theories 
and how these impact in involving children in decision-making and consent 
processes. The article will offer practical solutions to using the knowledge of the 
theories in clinical practice. A short report will be written to feed back to the 
participants in the study, to inform them of how their contribution has shaped the 
development of this area of practice. It will be important for the researcher to present 
the full findings of this research more widely now it is completed. 
 
6.3 The dissemination strategy to support the translation of the findings in to clinical 
practice 
One of the main difficulties highlighted throughout this study was the lack of 
information and it being disorganised or not available. There is no central place 
nationally for information about CAMHS to be shared. In knowing this, the researcher 
started the Twitter handle @CAMHSNetwork. This created a central place to share 
practice, ideas and knowledge, to better inform the system about CAMHS. To date, 
the handle has over 7000 followers and is growing daily. This platform helps 
centralise information, and is a great conduit for informing the system. More recently 
CAMHSNetwork has been set up on Facebook, due to its success and is now 
looking to set up a website. Importantly, the original contribution from this study can 
be shared through this network too. From initiating CAMHSNetwork, the researcher 
has been asked to be the professional support to PLACE, which is a national group 
for facilitators of parent support groups in CAMHS. PLACE is supporting the co-
creation and co-production of information and guidance to support parents in their 
children’s involvement in decision-making and consent processes. The researcher 
has also had many requests to speak at conferences and to offer advice and 
consultation about children’s involvement through CAMHSNetwork. 
 
The researcher has been working with CAMHS digital. CAMHS digital is a research 




aspect of work within CAMHS. The researcher discussed this study, and CAMHS 
digital has requested to submit a joint research application with the researcher to 
develop digital resources for involving children in decision-making and consent 
processes. Having this opportunity to disseminate and translate the findings, 
information, guidance, resources, and training from this work is a testament to the 
strength of the research process and development of this area of practice. The 
researcher and CAMHS digital have been working on a short service evaluation in 
readiness to complete a research application in 2021 which will be for the ‘research 
for patient benefit’ scheme. 
 
The two final aspects of the dissemination strategy are relative to each other, the first 
being the development of the peer mentoring scheme to specifically look at children 
supporting children with decision-making and consent processes. The second aspect 
is the child and parent participants from this study will be invited to co-produce 
research in this area of practice concentrating on understanding how children can 
make decisions outside of optimal research conditions, which was indicated as a 
limitation in the literature. This dissemination strategy will be challenging, however, 
when completed, it will ensure children will be involved in decision-making and 
consent processes to their fullest capacity. In the researcher recently being 
employed as a CAMHS nurse consultant in a different NHS trust, this role will further 
aid the success of the dissemination strategy. 
 
6.4 Limitations 
There are limitations in this study, in data set i, the second systematic literature 
review, the inclusion criteria only included health and social care domains; there may 
be more literature available in other areas of research with children. Data set ii, the 
patient clinical record evaluation was completed across one geographical area in 
England, therefore it is not generalisable. For data set iii the semi-structured 
questionnaire, was conducted in one CAMHS service in England and the response 
rate to the questionnaire was low. However, for the purposes of the case study, the 
findings of data set ii and iii provided rich data. One of the questions in data set iii, 
was not explicit enough to elicit the intended responses. Although, the responses 
given to this question did provide a richness of data around the subject area. For the 




in particular, data sets iv and vii. The focus group participants were all selected from 
one CAMHS service in England, and therefore the results are not generalisable. 
Again for the purposes of the case study, data sets iv -vii did elicit a wealth of rich 
data to inform the case. Given that there are over 300 items of data that have been 
included in the analysis of data sets iv-vii, it illustrates the breadth and richness of the 
data included. The researcher is confident that any further focus group research, 
examining the same area of practice, would result in the same three theories 
emerging 
 
6.5 Further research 
To address some of the limitations identified in the study, the researcher is interested 
in undertaking a further case study in a different geographical to compare the results. 
This would enable the findings to be generalisable across England. Further 
international research in undertaking a comparative study of how children are 
involved in decision-making and consent processes between England, Scandinavia, 
and Eastern countries is the identified next step to be able to generalise findings on 
an international level. Scandinavia has implemented its national strategy to maximise 
child rights and develop children’s rights as a priority going forward. They are the 
world leaders in embedding children’s rights; it would be helpful to learn how they 
have developed their culture to adopt this. Eastern countries are renowned for their 
systemic approaches and how they include the wider family in supporting the child. 
These two ways of working with children and their families will be helpful to compare 
and inform the involvement of children in their own healthcare. 
 
Further areas of research identified in the study include, how culture and diversity 
needs are best supported in decision-making and consent processes in CAMHS. 
Researching the role of sensory needs, including emotional knowledge, and how 
these influence the decision-making and consent processes. The final aspect of 
further research will be to consider how children make decisions in less optimal 
research conditions, using more real-life scenarios and using consent as a process 
rather than a one-off event. The findings of this study illustrate children aged 8-12 
years can have an understanding of how they can be best involved in decision-
making and consent processes. The participants within this study provided learning 




mentors to help other children in making decisions, this could be a great opportunity 
for offering child to child advocacy to benefit this area of practice. Developing peer 
mentors, would also improve the repertoire of heuristics, decision-making skills, 
knowledge, and confidence for the children. The final aspect of further research will 
be to consider how the theories are transferable across all aspects of practice in 
CAMHS and be developed into a formal framework for practice. Since the 
emergence of the theories, the researcher has been using them in practice and has 
demonstrated that subjectively the theories do work in clinical practice. This thesis, in 
addressing the research objectives, has, without doubt, provided the framework for 
involving children in decision-making and consent processes. 
 
6.6 A personal and professional reflection  
My values at the beginning of the Doctor of Health and Social Care Practice course 
were reflected in my lived experience as a child. I had a resolve to ensure children 
would be heard, and a desire to emancipate children from the constraints of adult 
agendas and consent processes. It was this resolve that has maintained my 
resilience to complete the doctoral award (McCray & Joseph-Richard, 2020). I have 
always been a person of an open mind and can contemplate and hear the views of 
others, even if they do not align with my own. In holding these values and with an 
endeavour to be the best researcher I could be, and in understanding the influence of 
bias and values, I have attempted to undertake this study as objectively as I can. 
 
The birth of my daughter in 2015, my only child, was 18 months into my doctoral 
journey. Her arrival in the world and becoming a mother had an impact on me and 
my research. Being a mother is all-consuming, and the love that you feel for your 
child is one never to be challenged. Helping your child grow and develop is a real 
balancing act, on one hand, helping them become more independent, but on the 
other, knowing when is the right time to intervene and support them, and in what 
capacity to do so.  
 
My knowledge of child development has increased whilst studying for this award. It is 
important to empower children and offer them the opportunities and experiences to 
learn and develop. The use of the experiential and heuristic learning system 




opportunity to give time and space to offer children the experience to learn. As a 
mother, I want to do this for my daughter, however, I also want to protect her, and 
sometimes this will mean using my influence as an adult to ensure that she is 
steered, on what I believe, is a safe way forward. 
 
Whilst the child participants that took part in the focus groups gave a richness of 
information and data that is unrivalled; an unexpected impact was that of the parent 
participants. The proverbial ‘battleground’ that they fought, to get the right and help 
and support for their child, was indeed a victory for them and their child. It was 
understandable, given this battle, why they wanted to assure that their child received 
the help they had fought so hard to access. It was, the birth of my daughter and the 
battles that the parents won, that further developed my beliefs as a researcher. Why 
are we trying to empower a child by themselves, when there are champions at their 
side that can be empowered, to empower the child too? 
 
There is always that niggle in the back of my mind, that not all parents want what is 
best for their children. The challenge of this is to channel the positive aspects to help 
empower the child, but use specialist skills to manage the negotiations when views 
and wishes of parents and children are not quite aligning. Isolating the child from the 
parent, in empowering the child by themselves, will not work. The key is to empower 
the environment that they are in, and all who are in it. As I reflect on my childhood, 
particularly through my parent’s divorce, I see now, that it wasn’t just about me not 
being heard, it was about the adults around me, not empowering me to be heard. 
The only way children’s rights will be maximised, is if adults give support and space 
for this to be done. 
 
In comparison to the development of children’s rights over the years, which has been 
evidenced as slow and cumbersome, this study has made a significant leap in the 
development of children’s rights in the involvement of decision-making and consent 
processes. This fundamental intervention for children will be revolutionised through 
the outcomes achieved in this study.  The Doctor of Health and Social Care practice 
award has one of its main aims as ‘made a significant and original contribution to 
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Appendix A- Table 1. A selection of different theories of child development. 
Theoretical approach Principles of the theory Theorist Mapping to children’s decision-making abilities 
Maturation Growth and development which 
occurs in orderly stages and 
sequence. The individual genetic 
timetable affects rates of maturation 
Arnold Gesell 
(1880-1961) 
Gesell theorised ability develops chronologically and 
through a staged process. Gesell did not focus on 
decision-making specifically but did stipulate what would 
be expected from a child at a particular age. Gesell, on 
writing about a child aged eight, wrote ‘”Eight is more 
than capable at managing his thoughts and of thinking 
things through” (Gesell, 2008, p.184). 
 
Psychodynamic Behaviour is controlled by 
unconscious and preconscious urges. 
Particularly focused on treating 
anxious patients. Theorised that the 
three components of the mind are the 




Freud’s work focuses on the relationship between sexual 
development and neuroses. With the Id, the ego and the 
superego taking different responsibilities in the formation 
and management of sexual desires. Freud does not offer 
any specific theory about children’s ability or development 
in decision-making (Freud, 1920 & 1927).  
 
Psychosocial Personality develops in eight stages 
throughout a lifetime. Development is 
influenced through interactions with 
family, friends and culture. Nurture 






Erikson theorised eight stages of development, five of 
these stages are in childhood, trust versus mistrust 
(birth+); autonomy versus shame and doubt (1 year +); 
initiative versus guilt (3 years +); industry versus 
Inferiority (4 years +) identity versus identity diffusion (11 
years +). Erikson places the last three theoretical stages 
in adulthood, intimacy versus self-absorption; generativity 
versus stagnation and integrity versus despair and 
disgust (Erikson, 1980). Erikson posits that in the initiative 
versus guilt phase (3 years +) “his sense of language 
becomes perfected to the point where he [the child] 
understands and can ask about many things just enough 
to understand them thoroughly” (p.78). 
 
Cognitive Piaget theorised about 4 main 
developmental stages, these being 




Piaget theorised that children aged 7-11 years would be 
in a ‘concrete operational stage’ where the child has an 




preoperational (2-7 years), concrete 
operational (7-11 years) and formal 







Qualitative changes in the way 
children think. The child is considered 













an ability to cognitively group ideas and have deductive 
and logical reasoning. Abstractness is the deficit at this 
stage; being unable to hypothetically reason. The 
clinician, therefore, needs to bring the abstract concepts 
into more tangible information for the child to understand 
and reason with (Piaget, 1964). 
 
Vygotsky created the socio-cultural theory relating to child 
development. Vygotsky theorised that there was a 
progressive development in childhood and believed that 
this progression would only be developed through the 
interaction with the social world. Vygotsky used Ivan 
Pavlov’s operant conditioning theory to consider a child’s 
response to a stimulus, and how this could be processed 
both interpersonally and intra-personally. Vygotsky further 
developed the theory of proximal learning which helps 
identify the scope of the learning ability of a child, 
theorising what they can achieve with the right support. 
This theory is helpful in applying this when supporting 
children in decision-making and consent processes 
(Vygotsky, 1930).   
 
Behaviourist Learning is gradual and continuous. 
Development is a sequence of 
specific conditional behaviours. The 
main emphasis is on the environment, 
not heredity (more nurture than 
nature). Observable behaviours are 
















Watson was the founder of behaviourism in the early 20th 
Century and theorised that the mind and the body work 
as one entity at all times; believing that we think and 
behave is with our whole bodies. Watson theorised that 
all behaviour is moulded and influenced by our 
environment. Watson was a seminal theorist in classical 
conditioning and therefore would deem decision-making 
as a process developed through learning (Watson, 1970). 
  
Skinner is infamous for his work on operant conditioning. 
One of his most famous studies was Skinner’s box, where 
a rat in the maze had to find its way to a lever. On 
pressing the lever, food was released to the rat. 
Demonstrating positive reinforcement of behaviours 













of discussing all of the ingredients related to choice rather 
than just the choice itself- how did the child come to that 
choice? Skinner places the onus on the adults around the 
child to do this (p.126). 
 
Bandura agreed with the theories of classical and operant 
conditioning, but additionally believed that further 
influences in the mediation of the behaviour and 
environment impacted on learning. Bandura theorises on 
decision-making and identified self-belief and self-efficacy 
as important components (Bandura & Jourden, 1991). 
Bandura does not theorise on the specificities of 
children’s development of decision-making competencies 
(Wood and Bandura, 1989).   
  
Dual process  Learning and development is in 
consideration of building a repertoire 
of experiential knowledge which is 
drawn upon in the concept of 
heuristics; and the development of an 
analytical processing function  
Paul Klaczynski 
(1962- present) 
Klaczynski theorises that there are two processes that are 
responsible for decision-making capacity. These are the 
experiential (or heuristic) and analytical processing. The 
experiential/ heuristic processing uses previous 
experience, memories and instinct to inform decision-
making; this is a fast, inherent and automatically 
functioning system. The analytical system is a slower and 
more conscious processing system, that is assumed to 
evolve later than the experiential system. Whilst both 
systems develop with age; both the experiential and the 
analytical system can be used equally. However, as we 
get older the ability to use the analytical system does 
increase; this doesn’t mean that it always gets used, 
despite its availability. The experiential system can be 
developed through creating more experiences, by 
involving children in decision-making and consent 
process experiences, this will improve children’s 





Ecological The balance between nature and 
nurture. The child is placed in the 
middle of concentric factors which all 
influence the child. Emphasis is 





Bronfenbrenner theory emphasised the importance of 
both internal and external influences that impacted on the 
development of the child. Social learning theory is implicit 
within this theory. Bronfenbrenner considered five distinct 
systems that impacted child (individual) development 
which is the 1) Microsystem- which encompasses close 
relationships and interactions with the child; 2) 
Mesosystem- This includes those in the system outside 
the microsystem and where the child is an active 
participant; 3) Exosystem relates to impacts on the child 
which are non-direct in nature but may have a direct 
impact, an example may be a parent with a mental health 
problem, this doesn’t affect the child directly but will have 
a direct impact through the parent; 4) Macrosystem which 
includes influences from culture, religion and the society 
the child lives in; and 5) The Chronosystem, which relates 
to the passing of time and its impact on development 
(Bronfenbrenner, 1979). Children’s decision-making 
abilities are considered in the individual development of 
the child and the impact of the systems around them. 
(Bronfenbrenner, 1979). 
 
Information processing theory We all have innate learning ability. 
Children are born with specialised 
information processing abilities that 
enable them to figure out the structure 




(1928-   ) 
Chomsky was a psycholinguist that theorised how 
language is categorised and developed. He theorised 
that the rules that adults place on language overtime 
become barriers to learning and understanding 
different languages. Chomsky does not specifically 
analyse the decision-making abilities or the associated 
process by children. However, his work does 
determine that using the age- appropriate language 
can increase learning and consequently improve 
decision-making skills Chomsky, 2004).  
 
Table 1: Developmental perspectives: A basic introduction to child development theories (State of New South Wales, Department 
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1. What is the aim of your study?  What are the objectives for your study? 
The aim of the study is to inform and change clinical practice in the decision-making 
and consent processes involving children aged 8-12 years in out-patient Child and 
Adolescent Mental Health Services (CAMHS). 
The objectives are to: 
1) Develop legal and best practice guidance 
2) Develop decision-making and consent frameworks  
3) Inform and change practice 
2. Explain the rationale for this study (refer to relevant research literature in your 
response). 
There is a legal requirement to ensure that children’s views are taken into consideration 
within health and social care decision-making processes (Children Act, 1989, United 
Nations Convention on the rights of a child (UNCRC) 1990). What is less clear is when 
this involvement should take place; how should it take place and what conditions need 
to exist for the involvement to be both appropriate and effective? This includes the age 
of the child and their capacity to make decisions.  
 
International law, UK legislation, British Government policy and case law all influence 
and offer guidance in this respect (Gillick v Norfolk and Wisbech Health Authority, 1995; 
Human Rights Act, 1998; Mental Capacity Act (MCA) 2005 & Mental Health Act (MHA), 
1983). 
 
The Human Rights Act (1998) further supports this in its declaration in that if a person’s 
rights which include those of a child are infringed by a public body, then they would 
have the right to seek legal redress within their legal jurisdiction. This important legal 
position and imperative to involve children in decision-making was subsequently 
included as one of the essential positions within the modernisation of children’s 
services report (Robbins, 1999). In the UK, the Children Act (1989) also recognised as 
one of its underpinning tenets the imperative to involve children in decisions about their 




making is explicit but in the context of their age and abilities to understand the 
implications of their decisions.  
 
The case law which has influenced CAMHS when examining consent and competency 
is that of Gillick V’s Norwich and Wisbech Health authority (1985), where the Fraser 
competency guidance originated from which specifically considered young people aged 
under 16 right to consent to contraceptives. The child had to show understanding for 
that specific decision at that specific time with an understanding of the risks, benefits 
and options. From this ruling the term ‘Gillick competent’ has been generalised in 
healthcare to term a young person as having capacity and is now used within legal 
frameworks (Mental Capacity Act (MCA) 2005, DH & National Institute of Mental Health 
in England (NIMHE), 2009). Gillick competency offers clear guidance for those children 
aged under 16 years old and whether a child or young person could be competent to 
make their own decisions within their own healthcare; however, the guidance is not 
clear as to when and if it is transferrable to children aged 8-11 years old. There is a 
general perception that children aged 12 years and over have the ability to have 
capacity. Guidance and literature involving the 8- 12 year age group is indefinite, with 
limited legal and competency frameworks available to support services and clinician’s 
(Bowers & Dubicka, 2010 & Birchley, 2010). 
 
There is significant literature that supports the positive aspects of children making 
decisions in that it promotes the independence, confidence, experience and problem 
solving abilities of the child (Gastor, 1991, Tan & Fegert, 2004, Louv, 2005, Gray, 2011 
& Moss, 2012).  It is a legal and ethical perspective to involve children aged 8-12 years 
old in decision-making about their own healthcare. 
                                                                                                                                                                                                                           
More recently, Cox, Brannigan, Harling and Townend, (2016) undertook a systematic 
literature review to ascertain the factors that influence decision-making in 8-12 year 
olds. The review concluded that given the right conditions, children aged 8- 12 years of 
age are able to make decisions and possibly consent to their own healthcare if given 
age appropriate information in age appropriate format. Despite all of the reviewed 




children had to say. This study aims to address this gap and hear children’s views on 
decision-making and consenting to their own healthcare. 
 
There is an increasing emphasis in the participation of children in all areas of 
healthcare. Whilst there have been significant strides made in including children (albeit 
aged 12 years and over) in strategic health decision-making (Blades, Renton, Valle, 
Clements, Gibb & Lea (2013), developments in clinical practice are slow. The rationale 
for this study is to ensure that clinician’s are able to address their legal and ethical 
obligations in involving children aged 8-12 years. In doing so the legal and best practice 
guidance and decision-making and consent frameworks developed from this study will 
be imperative in supporting clinician’s in doing so. 
   
3. Provide an outline of study design and methods. 
The study will be undertaken through three stages 
 
1) Facilitation of two focus groups 
The study will consist initially of four focus groups; two for children and two for parent’s 
of children. The children’s focus groups will be separated into two groups, the first 
group will include children in school years 5 and 6 and the second group will include 
children in school years 7 and 8. The parent focus groups will be separated in line with 
the children groups (by school year age). The focus groups will be facilitated by the 
researcher and a moderator. All of the children will have been to CAMHS previously 
and will have been offered at least one further session subsequent to the initial 
assessment session. The rationale for facilitating parent focus groups is the imperative 
to involve parent’s in their children’s care through the Children Act (1989). By facilitating 
parent focus groups, which will discuss how they view children’s involvement in 
decision-making and consent processes, it will significantly strengthen the outcome of 
the study in including views from both focus group participants. Focus groups are small 
structured groups that discuss a particular subject area that is defined by the 
researcher (Heary & Hennessy, 2002). Kreuger and Casey (2000) advise that focus 
groups are helpful, in that the structure of the group allows the participant to express 




9) and therefore considered a good methodology to use with children (Barbour, 2007; 
Carey and Asbury, 2012; Kreuger and Casey, 2000).  
The group is an interactive process where participants are encouraged to develop 
discussion through a set of well-structured questions (Litosseliti, 2003). For each focus 
group as script has been developed (see appendix 6). Whilst the scripts offer the main 
questions, there will be other probing questions used in order to elicit more information 
as and when necessary. Consideration has been given to the age range of the 
participants. Kreuger and Casey, (2000) suggest the age range should be kept within a 
two-year range, whilst Peterson-Sweeney (2005) argues that having a wide variety of 
age ranges works if the subject of discussion is of a less personal nature; as is for this 
study. A limit of 8 participants per group will be set, as larger groups can generate 
difficulties in managing conversation and inhibit some participants in engaging (Gibson, 
2007 & Carey and Asbury, 2012). 
 
2) Analysis of the focus groups 
The analysis will start with an immediate review by the researcher and moderator to 
capture the immediacy of the group discussion and field notes. The recording will then 
be fully transcribed. The constant comparative method (Glaser & Strauss, 1967) will be 
used to analyse the data. Glaser and Strauss (Op. Cit.) include a four stage process 
when using the constant comparative method: 
1) “Comparing incidents applicable to each category 
2) Integrating categories and their properties 
3) Delimiting the theory 
4) Writing the theory”.                                               (p.105, Op. Cit.) 
1) Each incident will be given a code, e.g. a discussion about the difficulties of being 
heard within a CAMHS session, may be coded as a ‘power’ category. All incidents of 
data will be coded into as many categories as possible. Reflecting periodically on 
categories and recording in the margins is considered good practice (p106 – 108, Op. 
Cit.).  
2) When all incidents are coded, the categories are examined in more detail. Integration 
of the categories will commence, e.g. the category of ‘power’ will be considered in its 
range e.g. power imbalance, power shifting, too little or too much power, depending on 
the participant’s view. ‘Power’ may move depending on the discussion, e.g. a 




involvement of children is only expected in some discussions. Theories start to emerge 
in this stage (p.108-109, Op. Cit.).  
3) The emerging theories are drawn under wider theoretical concepts; e.g. ‘power 
sharing’ may be determined by the child’s behaviour in session. If the child is not well 
behaved, the power may fall to the parent and clinician. A wider theoretical concept of 
‘behavioural based inclusion’ could be framed. Further attempts to ‘delimit’ more 
categories will be undertaken (p. 109-113, Op. Cit.). 
4) All transcription, notes, categories and wider theoretical concepts are transformed 
into a methodical, well-formed theory (p.113, Op. Cit.). The theory developed from both 
focus groups and an examination of CAMHS working practices, will be triangulated to 
develop an overall theory in how children’s involvement in decision-making and consent 
can be embedded within CAMHS practice; with a consideration of age related 
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Development of guidance and frameworks through triangulation of focus group analysis 
and CAMHS current practices. 
The guidance and frameworks will be developed from the derived theory. Once the 
guidance and frameworks have been developed then this can be embedded in practice 
within CAMHS. 
4. If appropriate, please provide a detailed description of the study sample, covering selection,  
    sample profile, recruitment and inclusion and exclusion criteria.   
 
The study sample will include up to 16 child participants and up to 16 parent participants. 
However if there is significantly under representation of children and parent’s within the 
focus groups, then the researcher would like the option of facilitating two further focus 
groups to ensure good representation, 
Participants will only be recruited if they: 
6) Are aged, or parent’s have children aged, between 8 and 12 years and are in school 
years 5-8 
7) Have been/ or are accepted into CAMHS after an assessment session; and have seen 
at least one professional with or without their parent’s throughout their treatment within 
the last 12 months. 
8) The child/ parent want to participate in the focus group. 
9) The child has undertaken the Revised Child Anxiety and Depression Scale (RCADS) 
(Chorpita, Yim, Moffitt, Umemoto & Francis, 2000) and have indicated an absence of 
any clinical significant mental health difficulty (Appendix 1 has information regarding 
RCADS). The RCADS is a usual outcome measure used within CAMHS that all 
children aged 8 years and over (unless refused) will have completed previously.  
10) Parent’s with significant mental health difficulties will be excluded.  
 
It should be noted at this point that if a child is recruited to the focus group, that it does 
not determine that the parent will be automatically recruited into the parent group.  
Recruitment: 
For all children and parent’s that are currently in ‘treatment’ in CAMHS they will be 
approached by someone in their direct healthcare team to discuss the study. If the 
participant is interested, then the clinician can refer the potential participant to the 
researcher. This same process will be used for those children and parent’s that have 
been discharged from the service within the last 12 months. There will be a flyer 




room within Derbyshire Healthcare NHS Foundation Trust (DHCFT) CAMHS waiting 
rooms (see appendix 2). If potential participants are interested in gaining more 
information, there will be invitation letters (appendix 3) and participation information 
sheets (see appendix 4) available at reception for them to take away and read. The 
contact details for the researcher are included within the information, so the potential 
participant can make contact should they wish to.  
All travel expenses will be reimbursed to ensure parity of attendance and inclusion for 
all children and families living in all areas of Derbyshire.  
There may be an opportunity for parent’s to be recruited through groups that are 
already running within the Derbyshire Healthcare NHS Foundation Trust (DHCFT).  
If there are more interested participants than required then children and parent’s will be 
randomly selected from the age groups, e.g. 2 selected from each age group 8-11. 
5. Are payments or rewards/incentives going to be made to the participants? Yes  No   
       
    If so, please give details. 
Children will be given a £10 book voucher to recognise their time given to attend the 
group; this recognition is considered an appropriate gesture (Barbour, 2007; Kreuger & 
Casey, 2000), it is not an inducement. 
6.  Please indicate how you intend to address each of the following ethical 
considerations in your study. If you consider that they do not relate to your study please 
say so.  
Guidance to completing this section of the form is provided at the end of the document. 
 
a. Consent 
Consent to take part in the study will be gained for the children participants by the 
parent’s in line with current legal and research guidance frameworks. Assent will be 
gained from the children participants to show that they are waiting to take part in the 
study and that they have understood what the study includes. All consent forms can be 
seen in appendix 5.  
If there are disagreements between a child and parent about participating in the group, 
then a discussion will be offered with the child and the parent and researcher. This will 




give the child and the parent a better understanding so they can come to a 
collaborative decision about participation.  
If there was a disagreement between two parent’s about their child participation, 
despite only needing one person with parental responsibility needed for the consent, it 
is in the child’s best interests that both parent’s come to an agreement so that there is 
not any potential conflict at home. In this situation the researcher would offer to speak 
with the two parent’s and offer more information regarding the study for the two parent’s 
to come to a mutual agreement about participation. 
If there was a decision where the child wanted to participate, but the ultimate decision 
was made by the parent’s that they did not want the child to participate then it is 
important that the child is not demoralised by the outcome. An offer would be made for 
the child, with the parent’s agreement, that the child could voice their views about 
decision-making and consent in CAMHS through the feedback systems that are already 
set up in CAMHS, such as suggestion box, positive tree or traffic light system. It would 
be made clear to the child that is part of the CAMHS process and not research, but the 
child would still have an option to put their views forward rather than just not be 
accepted for the group. 
b. Deception  
The proposed research does not involve any form of deception. All participants are fully 
aware of the process being undertaken. 
c. Debriefing  
There is limited literature about the effects of participating in a focus group, however, 
there will be a debriefing session offered after each of the focus groups. Should any 
participant need further support, then there will be an option for the participant to be 
seen individually by a mental health professional. 
d. Withdrawal from the investigation 
A participant can withdraw from the study at any time. However, should a participant 
take part on the focus group, then the information/ data already collected to that point 
will be used in the study. This is made clear from the outset. 
e. Confidentiality 
Confidentiality in regards of storage of data: 
The focus groups will be video and audio recorded for analysis purposes. The audio 
recordings are for back up purposes. Once it has been established that the video 




videos will be kept firstly on a secure NHS drive, in an encrypted file. The only way to 
access the NHS drive is through an NHS computer, which all are encrypted and then a 
further password is needed to gain access to the encrypted server, and subsequent 
encrypted file. Secondly a copy of the video will be stored in an encrypted file on and 
encrypted memory stick. The rationale for there being a second copy of the file on the 
memory stick is so the researcher can use this for transcribing and analysing at home. 
As this is a doctoral program, there is not any facility to undertake such a big piece of 
work within the full time employment position within the NHS. Once the transcribing has 
been finished the files on the encryption stick will be deleted. The storage of the 
encryption stick will be in a safe in the researcher home and when being transported 
will be transported in a locked bag, in accordance with NHS local policy. The protection 
of data described is conforming to all available local and legal standards (McCreadie, 
2014); Data Protection Act (1988, section 33:1-5) (University of Derby, 2011). The 
European Science Foundation (2000, p.8, section 37) and the Wellcome Trust (2005, 
section 8) both suggest keeping data for a minimum of ten years. 
All personal identifiable information relating to the participants will not be stored with the 
recorded video files and will be stored in a locked cabinet in a locked room within one 
of DHCFT CAMHS buildings. Once all of the consent forms have been signed and 
collected the focus groups have been completed. The consent forms and personal 
identifiable data will be scanned onto the NHS secure drive and the originals destroyed, 
to minimise the any breach of confidentiality whilst in paper form. 
Confidentiality of participants- 
It is explicit to all participants and their families that the focus group discussion will 
remain private, in the sense that individual participation will not be discussed outside 
the group. In the final report of the study, participants will be anonymised by a research 
ID number. There will be anonymised direct quotes in the report. Consent has been 
sought for agreement regarding this. 
There has been a section in the focus group script (appendix 6) that discusses the 
need for personal discussions in the focus group to remain private and that all 
discussion outside the focus group from participants needs to remain general in nature 
to protect each other’s confidentiality. 
f. Protection of participants   
Participants are initially protected by not including those participants that are struggling 




focus group for any levels of distress and disclosure of sensitive information. There have 
been management structures developed to manage such situation which are clearly 
explained on the participation information leaflets. In terms of distress, the first 
interventions, from a proactive stance is that there will be the researcher and the 
moderator will be observing the group for signs of the participants in the discussion not 
staying calm or participants not engaging as much as the others. If the researcher and 
the moderator feel that there is an imbalance within the discussion and a possibility of a 
participant becoming distressed, then the researcher will either 
 
iv) Support other participants to join in more,  
v) Move on to a new question 
vi) Take a refreshment break. 
            Ultimately if these interventions are not sufficient then a participant will be able to leave 
            the group and be supported by a professional mental health worker who will be 
available 
            for the duration of the group. This will allow the participant to be fully supported.  
 
       When considering disclosure of sensitive information by a participant, there has been a 
       management plan developed for this eventuality. All safeguarding policies and 
procedures will be 
       adhered to throughout the study. This is will apply to all children and their families. Any 
participant 
       will be offered the following options- 
i) To leave the focus group and talk to an available member of staff straight after 
the disclosure. 
ii) Or they can stay in the focus group and talk to a member of staff after the focus 
group has finished. 
iii) If the disclosure is of a significant nature, then the focus group will be stopped in 
order to support the child. 
The decision about which option should be taken will be made by the researcher in 
collaboration with the participant. The best interests of the participant will be the primary 





A mental health professional will be available for the duration of the focus group to ensure 
that if a participant needs support during the focus group then they will have immediate 
access. Debriefing sessions will be available for all participants after the group and further 
individual support thereafter should a participant request it. 
 
There is protection of participants in relation to disagreements within families about participation, 
this will be managed as per management plan described within the confidentiality section. 
Participants need protecting against the possible power relationships and imbalances. An 
awareness and management of relationship dynamics between each participant, the researcher 
and moderator will be needed. The dynamics within the focus groups will be managed as 
described above in managing distress in participants.  
 
Barbour (2007) suggests that despite the best efforts of empowering children, the researcher 
always retains the most power (p.97); efforts will be made to equate this relationship through the 
actions and facilitation of the focus group by the researcher and the mediation approach outside 
the focus groups. Any disagreement between a child and a parent will be managed through a 
mediation approach to collaboratively reach an identified compromise or common ground 
position. It is important that discussions are facilitated for the child and parent to reach a 
collaborative decision and agreement of participation and confidentiality. If necessary and 
helpful to the child and parent, an agreed management plan will be drawn up; visual contracts of 
this nature can be helpful in working with families to give clarity about the agreements made.  
 
The primary concern in a situation where there are disagreements will be the safety and welfare 
of the child. If it is anticipated that the child will be at any risk of any harm, then the researcher 
will not include the child in the study. If a disagreement becomes ‘heated’ then the discussion 
will be de-escalated verbally to ensure both the child and the parent are calm. If there are further 
concerns that the child is at potential risk at home due to this situation, then safeguarding 
procedures will be implemented to ensure the safety of the child. 
 
The researcher manages similar difficulties on a daily basis in the clinical environment. The 
researcher has excellent skills in ensuring calm and collaborative outcomes are reached before 






There will protection of participants with respect of patient identifiable data as described 
in the confidentiality section. All participants will be given a research ID number as soon 
as they agree to participate to protect any personal data. 
g. Observation research  
The observation is fully overt and all participants will be clear as to what the researcher 
is observing. The groups are to be conducted by two DHCFT employees. 
Confidentiality maintained through adhering to legal, government, national, and local 
guidance on storage, risk and disclosure. All consent will be gained from all participants 
prior to the observation. 
h. Giving advice  
There will not be any advice given within this research. The research is gaining view 
from the participants.  
i. Research undertaken in public places 
The proposed study is going to take place in DHCFT buildings. Whilst the public are 
able to walk into the reception areas, they are unable to gain access to the clinical 
rooms where the focus groups will take place. There will be minimum disruption to the 
social environment due to the nature and use of the building. DHCFT have policies in 
place to give due regard to religious and cultural sensitivities, all of these will be 
adhered to and support given to any participant throughout the duration of the study. 
j. Data protection 
All children seen within CAMHS are allocated and ID number from the IT system. The 
performance team within DHCFT can search for a list of prospective participants by age 
and by their ID number only. By using this approach to find potential participants will 
reduce the amount of data that is needed to be searched. The Initial contact with the 
participants will be made through the direct care team to reduce the amount of personal 
data being seen by the researcher. 
The focus groups will be video and audio recorded for analysis purposes. The audio 
recordings are for back up purposes. Once it has been established that the video 
recordings have recorded properly, the audio recordings will be deleted. The recorded 
videos will be kept firstly on a secure NHS drive, in an encrypted file. The only way to 
access the NHS drive is through an NHS computer, which all are encrypted and then a 
further password is needed to gain access to the encrypted server, and subsequent 
encrypted file. Secondly a copy of the video will be stored in an encrypted file on and 




memory stick is so the researcher can use this for transcribing and analysing at home. 
As this is a doctoral program, there is not any facility to undertake such a big piece of 
work within the full time employment position within the NHS. Once the transcribing has 
been finished the files on the encryption stick will be deleted. The storage of the 
encryption stick will be in a safe in the researcher home and when being transported 
will be transported in a locked bag, in accordance with NHS local policy. The protection 
of data described is conforming to all available local and legal standards (McCreadie, 
2014); Data Protection Act (1988, section 33:1-5); University of Derby, (2011). The 
European Science Foundation (2000, p.8, section 37) and the Wellcome Trust (2005, 
section 8) both suggest keeping data for a minimum of ten years. 
All personal identifiable information relating to the participants will not be stored with the 
recorded video files and will be stored in a locked cabinet in a locked room within one 
of DHCFT CAMHS buildings. Once all of the consent forms have been signed and 
collected the focus groups have been completed. The consent forms and personal 
identifiable data will be scanned onto the NHS secure drive and the originals destroyed, 
to minimise the any breach of confidentiality whilst in paper form. 
It is explicit to all participants and their families that the focus group discussion will 
remain private, in the sense that individual participation will not be discussed outside 
the group. Within the final report of the study, participants will be anonymised by a 
research ID number. There will be anonymised direct quotes in the report. Consent has 
been sought for agreement regarding this. 
k. Animal Rights 
This proposed study does not involve animals 
l. Environmental protection  
Due care will be taken to ensure that all documentation is disposed of correctly and 
where possible shredded so that it can be recycled. Where possible electronic 
information and documentation will be used to save paper. 
Are there other ethical implications that are additional to this list?  Yes      No ❑    
i) Animosity targeted towards the researcher from the participants (both child and 
parent) within the focus groups. This will be managed by the researcher managing 
the conversation where necessary and verbally de-escalate any potential 
difficulties. De-escalation could be supported by moving from one question to 




group. There will be a clinician available for the duration of the group should anyone 
need to leave the group and be immediately supported. 
ii) Dual role of researcher. Being a CAMHS manager and the lead researcher. 
Potential conflict with participants understanding. This will be managed by the 
participants being informed of the researcher’s role for the purpose of the study and 
the participants having opportunity to meet with a different professional throughout 
the time the focus groups take place. The researcher will compartmentalise time 
and ensure that time is dedicated purely for research or clinical purposes. The 
researcher will be explicit on confidentiality and boundaries and to ensure role 
blurring does not happen. To ensure ethical boundaries are maintained throughout 
the entirety of the study. The researcher will attend on-going supervision, where 
time will be allocated for reflection and management of potential difficulties in 
undertaking dual roles. 
iii) Contractual responsibilities, these will be managed by all authorisations from 
CAMHS management, R&D department being given for this study. Both the 
researcher and the moderator are employees of DHCFT CAMHS and clinically 
manage confidentiality, disclosure and risk regularly. The researcher and the 
moderator work regularly with children and parent’s in these domains. Whilst the 
researcher will be in a research capacity rather than clinical, the boundaries will be 
managed through the same processes. 
 
7. Have / do you intend to request ethical approval from any other body/organisation? 
Yes   No X 
    If ‘Yes’ – please give details✓ 
 
 IRAS approval has already been sought and been gained, please see appendix 7- An 
amendment is currently being submitted for the same changes identified within this document. 
Verbal authorisation (which is all that is needed) has been given from the researcher’s line 
manager within the NHS. 
R & D department at DHCFT have approved the initial study, but a final amendment will be 
made once University of Derby and IRAS ethical approval have been granted. 
8.  Do you intend to publish your research?  Yes ✓  No .  
      If ‘Yes’, what are your publication plans? 




Secondly publication of the work will be sought through an international peer reviewed journal 
and finally the work will be disseminated through local and national conferences and workshops. 
In keeping with the philosophy of involvement and emancipation of children who have 
contributed their time will be acknowledged and further involved in dissemination as far as 
possible. 
9. Have you secured access and appropriate approval for any resources that you may require?  
(e.g. psychometric scales, equipment, software, laboratory space). Yes ✓ No .  
     If Yes, please provide details.   
The equipment needed for this study in terms of a computer and office space and access to the 
psychometric assessment are already available to the researcher. 
10.  Have the activities associated with this research project been risk-assessed?  Yes      No ✓ 
 
Although a formal risk assessment has not been undertaken, A full assessment of potential risks 
to participants has been undertaken and prospective management plans developed.  
Which of the following have you appended to this application? 
  Focus group questions Psychometric scales (information) 
❑ Self-completion questionnaire ❑  Interview questions 
❑  Other debriefing material   Covering letter for participants 
  Information sheet about your research 
study  
  Informed consent forms for participants 
❑  Location consent form   Other (please describe) Advertising 
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Advice on completing the ethical considerations aspects of a 
programme of research 
 
Consent 
Informed consent must be obtained for all participants before they take part in your 
project. The form should clearly state what they will be doing, drawing attention to 
anything they could conceivably object to subsequently. It should be in language that the 
person signing it will understand. It should also state that they can withdraw from the 
study at any time and the measures you are taking to ensure the confidentiality of data. If 
children are recruited from schools you will require the permission, depending on the 
school, of the head teacher, and of parent’s. Children over 14 years should also sign an 
individual consent form themselves. If conducting research with children or vulnerable 
adults you will normally also require Disclosure and Barring Service (DBS) clearance.  
Research to be carried out in any institution (prison, hospital, etc.) will require permission 
from the appropriate authority. 
 
Covert or Deceptive Research 
Research involving any form of deception can be particularly problematical, and you 
should provide a full explanation of why a covert or deceptive approach is necessary, why 
there are no acceptable alternative approaches not involving deception, and the scientific 






Debriefing is a process of reflection once the research intervention is complete, for 
example at the end of an interview session. How will participants be debriefed (written or 
spoken feedback)?  If they will not be debriefed, give reasons. Please attach the written 
debrief or transcript for the oral debrief. This can be particularly important if covert or 
deceptive research methods are used. 
 
Withdrawal from investigation 
Participants should be told explicitly that they are free to leave the study at any time 
without jeopardy.  It is important that you clarify exactly how and when this will be 
explained to participants.  Participants also have the right to withdraw their data in 
retrospect, after you have received it.  You will need to clarify how they will do this and at 
what point they will not be able to withdraw (i.e. after the data has been analysed and 
disseminated). 
 
Protection of participants 
Are the participants at risk of physical, psychological or emotional harm greater than 




If observational research is to be conducted without prior consent, please describe the 
situations in which observations will take place and say how local cultural values and 
privacy of individuals and/or institutions will be taken into account. 
 
Giving advice  
Students should not put themselves in a position of authority from which to provide advice 
and should in all cases refer participants to suitably qualified and appropriate 
professionals. 
 
Research in public places 
You should pay particular attention to the implications of research undertaken in public 
places. The impact on the social environment will be a key issue. You must observe the 




You must comply with the Data Protection Act and the University's Good Scientific 
Practice http://www.derby.ac.uk/research/policy-and-strategy  This means: 
• It is very important that the Participant Information Sheet includes information on 




information will be used, who will have access to the information and how long 
the information will be kept for. This is known as a 'fair processing statement.'  
• You must not do anything with the personal information you collect over and 
above that for which you have consent.  
• You can only make audio or visual recordings of participants with their consent 
(this should be stated on the Participant Information sheet)  
• Identifiable personal information should only be conveyed to others within the 
framework of the act and with the participant's permission.  
• You must store data securely. Consent forms and data should be stored 
separately and securely. 
• You should only collect data that is relevant to the study being undertaken.  
• Data may be kept indefinitely providing its sole use is for research purposes and 
meets the following conditions:  
• The data is not being used to take decisions in respect of any living individual.  
• The data is not being used in any which is, or is likely to, cause damage and/or 
distress to any living individual.  
• You should always protect a participant's anonymity unless they have given their 
permission to be identified (if they do so, this should be stated on the Informed 
Consent Form).  
• All data should be returned to participants or destroyed if consent is not given 
after the fact, or if a participant withdraws.   
 
Animal rights. 
Research which might involve the study of animals at the University is not likely to involve 
intrusive or invasive procedures. However, you should avoid animal suffering of any kind 
and should ensure that proper animal husbandry practices are followed. You should show 
respect for animals as fellow sentient beings. 
 
Environmental protection 
The negative impacts of your research on the natural environment and animal welfare, 
must be minimised and must be compliant to current legislation. Your research should 
appropriately weigh longer-term research benefit against short-term environmental harm 
















Appendix C.5. RCADS information. 
 
 
“The RCADS is a 47-item, youth self-report questionnaire with 
subscales including: separation anxiety disorder (SAD), social phobia 
(SP), generalized anxiety disorder (GAD), panic disorder (PD), 
obsessive compulsive disorder (OCD), and major depressive disorder 
(MDD). It also yields a Total Anxiety Scale (sum of the 5 anxiety 
subscales) and a Total Internalizing Scale (sum of all 6 subscales). 
Items are rated on a 4-point Likert-scale from 0 (“never”) to 3 
(“always”)” (Chorpita & Esbesutani, 2014. p.3) 
 
The RCADS will be used to give an indication of current mental health 
difficulties. The RCADS are scored within DHCFT, through a bespoke 
computer application. Once the scoring has been inputted, the computer 
generates T-scores for the child in the anxiety and depression domains, 
identifying if domains are in the clinically significant range. The T-scores for a 
child to be in the clinically significant range are >70; should a child score 
within the clinically significant range of any of the RCADS domains, then the 
child will not be accepted as a participant for the group. This is to ensure that 
the child is not unduly stressed or there is a potential to exacerbate any 
difficulties the child may have. If the child scores under the clinically significant 
























Appendix C.7. Confirmation from the University of Derby regarding changes to the 
study. 
 
9 Jul 2016 at 17:46 
Dear Annie 
I have now had chance to review the amendments to your study and I am happy to confirm these are 
minor amendments and will not need to go back to the committee for review. 
Please accept this email as approval subject to the original decision letter conditions and the 
amendments being approved by the HRA ( If you require a separate letter please let me know). 
Jennifer- Could you please save the amended form which was originally sent to you on 1st July and 




Lorraine Henshaw RGN, MSc, PG Cert, RNT, SFHEA. 
Chair College of Health and Social Care Research Ethics Committee/Senior Lecturer 
Department of Health Care Practice 
College of Health and Social Care 


















Appendix C.8. Notice of non-substantial amendment 
 






























Appendix C.9. Second notice of non-substantial amendment  







































Appendix C.9.2. Acknowledgement from University of Derby re: non- 
















Semi-structured questionnaire information, including informed consent. 
 
 
Semi-structured questionnaire  
Consent by children aged 8-12 years of age in outpatient CAMHS 
 
By completing this questionnaire you are consenting to the answers being used within a service 
evaluation for a taught Doctorate in Health and Social Care practice. Themes from the questionnaire 
will be used in an assignment for the course and may be use for a journal publication.   All 
information collected will be used for the four years of the overall Doctorate program. Once 
completed the answers will remain property of the researcher. There is not a possibility to withdraw 
from the research thereafter. 
 
All answers will remain anonymous. Only the interviewer will know the identity of the interviewee. 
The answers that you give are purely going to be used to facilitate practice and development in this 
area. The answers are not going to be used for any judgement of professional practice and will not 
be used in any way for any other purposes than those described above. Answers will not be 


























































































Appendix F. Focus group scripts 














































Appendix I- Quotes from the participants for data sets iv-vii. 
 Quotes from participants in data set iv- children’s focus group one.  




1 I don’t like going into CAMHS sessions when I am in school because I like 
school……I like every lesson in my school. 
2 Playing with my mates 
3  Mine was kind of in school time so I don’t really mind going 
4 It annoys me most of the time because I have to come away from what I am doing 
5 I really don’t mind going 
6 Not in the morning 
7 Happy to be involved over the phone so I don’t have to leave what I am doing 
8   It was something annoying…if in school time…you miss a lesson you like 
9 I can answer questions over the phone 
10 I don’t want to come 
11 Attending because I am a good boy 
12 I guess it was just annoying because I didn’t want to come- I would literally run 
13 Some of them were in school time which I didn’t really like because I wanted to stay 
in school 
14 I guess I just didn’t want to be there as I didn’t want to go as I would have rather 
been at home playing with my mates or playing games 
15 It was me and my mum…and the CAMHS worker making all of the decisions. We 
made the decisions together 
16 Mum made most of the decisions. They put me on a tablet without me knowing 
17 The CAMHS worker and my mum made lots of the decisions. Obviously you could 
have a say, have an opinion. I felt my views were important 
18 I felt squished in the middle- I should be making most of the decisions 
19  They talk together (CAMHS and Parent) and make targets and then ask me if I will 
try them 
20 Don’t choose bad decisions…what would it be like to be in their shoes…CAMHS 
helped me make the right decisions 
21 I should be making most of the decisions 
22 I didn’t make the decision because my mum was making them 
23 I would find out what the words meant afterwards. I didn’t feel I could ask 
24 I like to draw pictures to help explain things 
25 Talking about my strengths 
































27 Most of the time I wasn’t listening because it was boring 
28 I have to concentrate to understand it. People have to explain it so I understand it 
29 Getting to know each other 
30 Sometimes you don’t know how to explain yourself so using pictures is helpful 
31 My favourite part is getting the marker and ticking all of the questions. I like doing that 
because you use different colours 
32 You remember when your teacher is nice to you 




Quotes from participants in data set v- children’s focus group two.  
 Quotes (Key=          =C5                =C6                 =C7                    =C8 
Quote number Quote 
1  It’s important to involve my mum because she knows stuff 
2 Don’t be nervous, it will be alright. You can ask to stop or change subject. 
3 Doing it together 
4 Sometimes it hard if you talk about a subject like my mum 
5  I decide whether my dad comes in. I usually say now- I want to talk about what I 
want 
6 The more I am involved the more help I get 
7   Involvement is when you talk about yourself 
8  Don’t bottle thing up. Talk out loud or write it down, get it out 
9 They talk together (CAMHS and parent)…..make targets and ask me if I will try 
them 
10 CAMHS should find out more about you personally 
11 Like people (CAMHS) doing it, making up what we do 
12 Your parent’s help a bit 
13 Getting help around decisions is helpful 
14  They (the CAMHS worker) are just here to listen to what you want and if you are 
upset  then they want to try and help you 
15 You have to agree on stuff (medication) you can say if you want to or not 
16  They listen and write stuff down. It’s a bit like therapy 
17 The offer strategies 
18  They just explain stuff. Like how you can cope 
19 Sometimes we get to choose what we wanted 
20 I like it when we are both getting help (me and my Dad) 
21 I wish my Dad got a bit more involved. He sits outside the session and doesn’t 
really do anything 
22 We should choose to make sure we don’t repeat 
23 I make the most decisions, Dad the lowest. I chose what we talk about 
24 If you ever need help- they (CAMHS) can help you- give some advice 
25 If you hurt yourself, you go to therapy and it gets better. It’s exactly the same but 
with your feelings 
26 Don’t do it unless the other person says yes (defining consent) 
27  We might get the decision on your own if your parent’s are not there 
28 If they (CAMHS) pick a decision you don’t like, then just say- they will change it 
29 Don’t always make your own decision. Ask other people because they may not 

















30 Parents can help you with this (decision-making) 
31  Agree to take medication 
32  Me and my mum make the decisions, this should happen more 
33 Sharing the decision-making, doing it together 




Quotes from participants in data set vi- parent focus group one. 





1 It has got to be consent to a point, the line is crossed when there is danger 
2 Children are just not old enough, they don’t understand everything/ consequences 
3 There is s cut off where you have to step in 
4  Parents have to make the decision if it doesn’t fit 
5 He has to be told he either takes therapy or medication or he doesn’t live at home 
6 Consent is circumstantial 
7 Can you give me my pills please (C2 demonstrating consent) 
8 Children should be involved the majority of time as long as safety is seen as equally 
important 
9 Sometimes it is difficult to let them make a decision because you want to wrap them 
up in cotton wool 
10 100% children should consent to their own care 
11 He would not attend if he didn’t want to 
12 If she didn’t want to do it- she has to be involved and make that choice 
13 Consent for treatment/ medication would have to be balanced with the safety on the 
environment 
14 If you disagree with a decision C2 made, you think- Oh my god, but them part of me 
has to let it happen 
15 If they are not aware of the consequences- how can they consent? 
16 There is a point where he (C4) needs to be told/ needs to be made 
17 The two ladies that see C2 give him a choice 
18 I think involvement/ consent with the children being there in the room can help a lot 
19 It has always felt mine/ our decisions (parent/child) leading the session 
20 He (C2) seems to understand what is going on 
21 C4 understands he needs to give permission for things to happen 
22 I don’t think C4 fully understands the word 
23 Individual understanding because everyone is different 
24 It’s about understanding  
25 C3 understands the concept of consent- it’s okay for her to share things 
confidentially  
26 If you don’t want to talk about anything, you don’t have to 
27 Consent is him giving permission to say personal things about himself 
28 The clinician went through it and got him to understand consent 
29 C1 didn’t want me in the room to begin with 
30 C1 was a runner- if he didn’t want to do it, he would run 
31 You (C1) can do what you want to a degree 










33 If I wasn’t in the session with C1, he would come out with lies 
34 I don’t want to be here and pulls his jumper over his head (C1) 
35 We managed our deciding together and managed difference- it worked out okay 
36 By the time we got to the end of the sessions C1 was asking me to come in 
37 I’m not drugging my child to make my life easier- but you know I did it 
38 I am very anti- medication personally for me- I would try everything else before hand 
39 We all have that case where sometimes you need it (medication) 
40 Our son is definitely not aware of the consequences of his actions 
41 I don’t think he really cares why we are coming here- but he knows we are doing 
our best 
42 By having children in the room, they can give their input that you may have got 
wrong 
43 Dad is in denial, doesn’t believe in autism 
44 C2’s father is slowing being forced on board 
45 He used to tell lies- serious lies to the police 
46 Mine and C2’s bond has not been good due to post-natal depression 
47 Autism 
48 Anxiety and insomnia 
49 Anxiety/ Rage/ ADHD (after adoption) 
50 Difficult behaviour, Autism, anxiety, learning difficulties, setting fire 
51 He can’t sleep in his own room, he is with us 24/7, he doesn’t leave our side 
52 I have my foot in the door- I do speak with the workers 
53 I had to fight for the right school for C2 
54 It has taken us two years to get here through various things we have had to try 
55 At the time of going to the GP, you think you are getting nowhere 
56 We are fighting for CAMHS appointments 
57 There is a sense that we finally got here 
58 Not making me feel judged 
59 Offering reassurance that you are not doing it all wrong 
60 Maybe a group session a more informal gathering 
61 You have got the care workers mobile number 
62 Parent’s don’t know who they are going to see- would be helpful to know who this 
was 
63 I feel alone, especially with Dad not being on board 
64 There has not been anything disagreeable 
65 It’s about the whole family 
66 We have just been guided by the MH workers as we are quite new 
67 I am doing play therapy to help C2- The CAMHS woman is making me realise it is 
okay to put down those barriers and love your child 
68 Meet your therapist session. More informal visit 







70 Children having their own section to add something about them 
71 C3 would respond to written information with pictures (communicating visually) 
72 Listening, being able to reassure C4 
73 Step by step information can support participation 
74 Leaflets, pens, letters 
75 It’s about trust and preparation 
76 Help them understand what they are facing 
77 Find out more about them, its more personal. He would feel more comfortable. 
78 She has to be involved, to make that choice, to join in and listen and do whatever 
the therapist suggests. 
79 Understanding CAMHS is not just sitting at a desk or chair- that is fun 
80 The fact that there is a whole service for to help children made her feel okay 
81 A welcome pack so they can give a sense of being part of something. This is what 
you might see. This is where you are going to be, this is what might happen 
82 Written information a little bit of structure around how long you might be attending 
for 
83 Help children understand their behaviours 
84 Maybe a group session – a more information gathering 
85 Speaking to children at their level 
86 Get to know your therapist session, a more informal visit 
87 He (C4) would respond to pictures 
88 A leaflet for the child that hasn’t got adult jargon in, focuses more on pictures 
89 Filling out questionnaires 
90 You are going to get more out of what is being offered because they are going to 
cooperate more 
91 You would have to have sessions over a long period of time 























Quotes from participants in data set vii- Parent focus group two. 




1 Once I am happy with the support he is getting…..then maybe I would back off a bit 
more 
2 I don’t think C9 makes that many decisions, they talk a lot, he decides what goal he 
is going to do 
3 In terms of decision making, I think I probably do a lot of it because I know he 
needs the support 
4 They (children) don’t understand the therapeutic process of where they are going 
5 The system in my experience didn’t consider C6’s wishes in terms of consent 
6 CAMHS never asked C6, never consulted her (about CAMHS involvement) 
7 C7 made most of the decisions 
8 It raises challenges if there is a difference (between child and parent views) 
9 It’s (consent) and how much input they have got 
10 He’s okay when he’s had it explained to him over and over again 
11 Whilst young people are making small decisions…it needs some overview from the 
parent’s to get the support they need 
12 He will consent, he will agree, but a lot of the time he doesn’t know what he is 
agreeing to 
13 Informed agreement- both parties 
14 We made the decision (parent and CAMHS worker) to have individual sessions 
(without C7) 
15 He is always agreeing to everything she (CAMHS clinician) is proposing.  
16 It’s the responsibility of the system to champion the child’s needs over the parent’s 
17 He has been making the right decisions in terms of consent 
18 Makes him feel like and adult and he’s making the decisions 
19 I don’t know what would happen if there was a difference between a child and a 
parent 
20 It’s about involving him 
21 They are still very young at 12 to make every single decision….it’s not like they are 
15,16 or 17 
22 Parent may see therapeutic benefit of something but it might be painful- they might 
want an easy option- nice causal chats 
23 In the session with B (clinician) he was making the decisions 
24 A formal agreement to the provision of help 
25 He feels very included 
26 It’s what I feel he needs, what I want him to have….once those things are in place 
then I can back off 
27 He is always agreeing….feel that the clinician/ we have included him in everything 
28 My ex wouldn’t consent and no-one was listening to me (child not seen) 
29 Complete contrast between something that was medically important to do rather 
than an administrative one 
30 CAMHS and the GP don’t care about the child (when both parent’s don’t consent) 




32 She didn’t (CAMHS worker contacting school) do it until C9 was ready 
33 C7 preferred it actually, that he dint have to go 
34 There is a lack of understanding about therapy or treatment 
35 They don’t see the position of getting from A to B 
36 She (clinician) tells me a little bit and I am trying to remember…..but I don’t know 
37 I don’t want him (C7) to know (some things about the family) 
38 Something that gives you information about what’s been happening- what’s actually 
happening with his care and where you are going with this 
39 Take a bit off the parent to say what does the child need or if something is deemed 
necessary, don’t leave it to the parent to go and get it 
40  Before the session would be much better (parent’s having their say) 
41 We can sit here for a whole hour and C9 has gone through his whole week and I’m 
like- no that’s not what happened 
42 If it helps the worker to know the background, it’s very difficult (when C7 is in the 
room) 
43 Probably would be nice to know if I could have spoken to my clinician (on my own) 
44 I could go and be open (without C7 there) 
45 A lot of things I wouldn’t say in-front of him (C7) 
46 He doesn’t know a lot of things- you know at his age (about the family) 
47 I don’t think information is shared well 
48 Either before or after (parent’s should offer views) 
49 He’s not being truthful. He’s not saying how bad the he has been this week. 
50 We (parent and clinician) had our own sessions. It helped immensely. 
51 It’s lovely coming to see B (clinician) and he can sit there and talk but half of what 
he tells her isn’t true. 
52 I just tend to sit back in there- then for me to say well no C7 you didn’t do this 
53 Obviously I am not involved am I because I am sitting there knowing he is making it 
all up 
54 I can’t fault C9’s involvement in CAMHS. I think it has been brilliant 
55 I think children are fairly involved 
56 It’s how to involve the parent’s, in terms of the wider system 
57 She (clinician) got it straight away about C9, she knows he likes to have a goal. 
58 Since C6 has had input in to her sessions she has been able to steer things 
59 It’s for C9 isn’t’ it? 
60  There was a lot of discussion between them (C7 and clinician) 
61 He is not talking about what he needs to talk about (C9) 
62 I wouldn’t say I was left out 
63 I get the feeling that everything is led by C6- I don’t want to go here (avoiding 
topics) 
64 The involvement of C9 is absolutely amazing 
65 I want to keep over here as far as possible as this is more comfortable (than talking 
about trauma) 
66 He didn’t want to talk about anything 




68 It’s all about them isn’t it? 
69 I am quite complementary about CAMHS 
70 I cant fault how C9 is kept with his care 
71 Clinician asks C6 everything. She is always talking to her than me 
72 It’s very easy for them to view that this is a nice chat type of session, it’s an 
opportunity for them to offload 
73 He didn’t take it very well…maybe it was his age and there was a lot of talking 
74 It felt a bit unbalanced for me 
75 There hasn’t been an informed decision making process, it has been a……. default 
(position) 
76  Clinician sets goals with C9 at the end of each session- they normally  do them 
between themselves 
77 I was completely powerless to get her ant help- because the system went pffft 
78 I was powerless to do anything at all. I couldn’t access information to help my child 
79 Can I speak with you on your own?....I was just like can I give you my bit? 
80 I end up ringing now before I bring him 
81 The clinician always calls me after a session 
82 If I had something like a school report then I could go to C9’s dad and say look 
where we are at because he refuses to come 
83 What are all of these records she’s holding in her hand, I know nothing about them, 
who have the spoken to? 
84 He sees things a lot differently and will hold things back because he doesn’t want to 
be seen negatively 
85 My ex-husband can’t see anything so C9 is making it up…..he does it for attention 
86 Where there is an issue about consent (for access to services) how do we help the 
child in the mean time? 
87 I’m not really sure what I am supposed to do on a daily basis 
88 The one thing that gets lost in the system is how challenging it can be for parent’s 
89 It is hard at home…….knowing how to deal with it 
90 Clinician always asks me if I think they (goals) are okay or are they achievable 
91 What do we actually do at home? 
92 I don’t feel I have been given any strategies 
93 It’s a real problem (parent’s not being involved) it compromises care 
94 I just need to get through what is going on at the moment 
95 I don’t know what to do with him 
96 He (C7) might need a bit of swaying 
97 I did take over a bit because he’d had a really really bad week and he just stopped 
coming out of his bedroom 
98 Coherent care planning is a big issue when services are not working together 
99 It’s a bit of something wrote down 
100 This is what we are doing and this is how you can help 
101 It would be quite nice to have it all enclosed (all information about appointments 
etc) 
102 Plan of action, just to feel more supported 




104 This is where we were, this is where we are trying to get to and this shows how we 
are going to get there- it’s not clear 
105 Having a mechanism to stand back and say this is where we are going with this 
106 It was clear, planned and structured (the assessment) 
107 At the moment I feel like we are managing rather than recovering (due to the lack of 
care plans) 
108 I’d quite like a letter or a report about what is actually happening with C10 
109 It would be better to have a clearer plan- a more structured approach 
110 Time management- its looking at the best use of resources and provision of 
information 
111 My biggest issue is the wider context and the provision of information 
112 The structure (of services) doesn’t step up to the mark 
113 A lot of time I feel like I am treading water 
114 It feels like a continual battle to get what you need 
115 I’ve been through quite a tough time 
116 The system assumes we are made of granite (parent’s)- there is no consideration 
of the impact 
117 I feel like I am doing it all on my own 
118 There is something there (diagnosis) and I feel like I am still doing it, but I feel like I 
have to do that now, I am still pushing to be seen at CAMHS, the SENCO to be 
involved- I have had to go in there and kind of push and says he needs this 
119 There is a big issue (services not working together) and psychology being separate 
to CAMHS 
120 I’m battling against that (father not believing in MH issues) 
121 Knowing that he is now having support from CAMHS...takes a bit of pressure off me 
122 The system refused to listen to me at all (even when C6 became suicidal) 
123 I have waited 2 years to get here, I want to be told where we are going, it’s a big 
weight lifted off my shoulders 
124 After 18 months after seeing you (LR undertook the initial assessment) we still 
weren’t getting help from CAMHS 
125 The problem is, that each time it has been started (therapy) it’s only lasted for a 
very short period, then been abandoned 
126 You wait for so long for an appointment- what do you do in the mean time? 
127 We waited for a year for a letter from psychology- at most they could offer a single 
appointment….because CAMHS think they might be able to do something, we are 
not even going to offer a single appointment 
128 Care is how you support them or help them think 
129 I’ve been called in every year since nursery about his behaviour…..I’ve had to push 
130 There is a lack of real support or information if you can’t access CAMHS 
131 I found it difficult to access any information 
132 I went to every charity possible saying how do I help my child- they said go to the 
GP, they said go to social services…they wont do anything. No one would offer me 
any guidance 
133 School have been excellent 
134 C6 will take the ‘generally everything is okay’- or find a couple of scape goats…in 
order to avoid the tricker stuff 
135 I know CAMHS are there for me as such 




137 I want to get through and see that C9 wants to get out of bed in the morning or that 
school is not going to ring 
138 CAMHS is focused on providing help for the child not the parent 
139 Knowing that he has got support form the MAT worker helps 
140 We are just sort of managing current problems…..rather than (moving forward) 
141 With the waiting times and things, what am I meant to do? 
142 Because you have waited a long time for CAMHS appointments, you’re clear about 
what you want and where to get to 
143 There are people who can help him (C7) 
144 He goes to school, comes home, goes to CMAHS. Maybe making the link……might 
ease his difficulties. I don’t think he has made the link yet 
145 There are people now that can help me 
146 I’m happy C9 has got his hour with B (clinician) but when I get home, I’m not 









































Appendix J. Resources used in the focus groups- A gauge to indicate percentage of decision-making. The children could 













Appendix K. Resources to support decision making- Child rights leaflet. 
What are rights? 
Rights are laws that mean you are entitled to certain things. You are entitled to 
have people 
 -Listen to you 
 -Give you information 
            -Involve you in your care 
            -Let you make a decision if you can fully understand the decision you are making 
The laws that affect children’s rights are 
Children Act (1989) 
UNCRC (1989) (United Nations of the Convention on the Rights of the Child)   
Human Rights Act (1998) 
Gillick competency (1985) (If under 16 years) 
MCA (Mental capacity Act (2005) (if 16 years or over) 
How will these rights affect me in CAMHS? 
These rights mean that your CAMHS worker will discuss your care and treatment with you. 
The CAMHS worker will work with you to help you make decisions about your care. Each 
decision is considered separately, which means that you may be able to make some 
decisions, but not others. 
What happens if I can make a decision? 
If you can fully understand a decision, then you can make a decision, which is 
also called ‘consenting’ to a decision. This will mean that you can decide what you 
want to happen in your care. You can still involve any other people that you want 
to help make the decision with you if you wish. It does mean the decision is yours 
to make and no-one else can make the decision for you. 
What will it mean if I can’t make the decision? 
If you can’t make a decision, or you can’t consent, the CAMHS worker will still involve you in 
the decision as much as possible. Your views and wishes are still important for making the 
decision. When you can’t make a decision, usually your parent or caregiver will make the 
decision with you. 
Do my parents have to know about my care? 
If you can make a decision, then you can ask that your parents not to be informed about your 
care. CAMHS understands the importance of the role of parents and CAMHS will try and 
work with you to find how your parents may be involved. However, CAMHS cannot force this 
to happen 
You can talk to any member of staff about your rights at any time. Your 
CAMHS worker will talk about your rights in your appointment too, to 





Pictures are taken from UNICEF, UNCRC icons (2020) 




K.1 Parents’ rights leaflets. 
 
What are a parents’ rights? 
Parents have rights under the Children Act (1989) and the Human 
Rights Act (1998) to be involved in their children’s care in CAMHS.  
What are a parent’s rights in CAMHS? 
Parents’ rights mean that you can consent to the care and treatment of your child, 
when your child cannot decide by themselves. We will always involve your child in 
the decision-making process as much as possible. The law entitles children to have 
their views and wishes heard. 
When do parents’ rights change? 
When your child is deemed to have the capacity to make their own decision, then 
your child will be able to consent for themselves. Therefore, your parents’ rights for 
making decisions in your child’s care and treatment change. Decisions are seen 
separately, so your child may be able to make some decisions but not others, 
depending on their understanding. 
Parents as partners 
CAMHS commits to working with parents as partners in your child’s care. When 
children can decide for themselves, the law entitles them to give consent. CAMHS 
recognises parents as being the primary support for their child and so CAMHS will 
always aim to keep parents’ involvement in their child’s care as much as possible, 
even when the child is making the decision. 
When there are differing views in decision-making 
Sometimes a child and parent may want to make a different decision. This happens 
frequently in CAMHS. Our staff are trained to work with your child and you as the 
parent to help find a compromise wherever possible. At times this may not be 
possible and in these situations, we are bound by the law. Whoever is deemed to be 
the person who can consent, will ultimately decide the outcome of the decision. 
 
You can talk to any member of staff about your rights at any 
time. Your CAMHS worker will talk about your rights in your 
appointment too, to make sure that you understand them and 
that we uphold them. 
 Pictures are taken from UNICEF, UNCRC icons (2020)  




K.2. Flow chart 


































Can the child form a view using 
the attached proforma? 
(figure 25) 
The child can 
consent to the 
decision 
Include the views and 
wishes of the parent 
Offer more information and resources to help the 
child understand the boxes that aren’t completed 
in the proforma 
Can the child form 
a view? 
The parent 
consents to the 
decision 
Include the views 
and wishes of the 
child 
Are the child and the 
parent happy with the 
decision? 
The decision is 
made 
Use negotiation 
skills to find some 
compromise 
Are the child and 
the parent happy 
with the decision? 
 
The decision is 
made 
Use negotiation 
skills to find some 
compromise 
Complete 
cycle 2 times 
minimum 
Complete 
cycle 2 times 
minimum 
Complete 







I am a nurse, and I will be your CAMHS worker. 
I will help you by meeting with you regularly. I will help you understand 
some of the difficulties you are experiencing.  
 
                                                                                                                                                                                   
We will work together to try and make your 
difficulties better. 
 
I have been working in CAMHS for a long time 





I am looking forward to working with you 
and your family to help you feel better 




A bit about me 
I live with my husband and my daughter who is 5, 
2 dogs, 2 cats, 5 chickens and a hamster  
I love reading and writing and watching detective 
programs on television. 
 






Things I like do 
Play football 
Walk my dogs 
Go camping in our 
campervan 
 
